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Repair of Inguinal Hernia with Fascia Sutures 


ROBERT C. AUSTIN, M.D., F.A.C.S., and 
EUGENE F. DAMSTRA, M.D., F.A.C.S. 


DAYTON, OHIO 


URING the eleven years from 1938 
D to 1948 inclusive we have performed 

970 inguinal herniorrhaphies on 
823 private patients (757 male and 66 
female), in addition to many public cases 
which are not included in this report. Of 
the 970 herniorrhaphies, 708 were uni- 
lateral and 262 bilateral. Of the bilateral 
operations, 160 were performed in one 
stage and 102 in two. Eleven patients were 
reoperated on for recurrent hernias, and 
on each of 5 patients two single hernior- 
rhaphies were performed on _ opposite 
sides; these 5 were listed twice. 

Criteria for Choice of Sutures.—For 
the purpose of this paper, which is 
to report on the use of fascia sutures, 
we have divided our cases into two main 
groups. In the larger group of 877 herni- 
orrhaphies, fascia sutures were used. In 
the smaller group of 93 herniorrhaphies, 
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fascia sutures were not used. In 798 cases 
we used autologous fascia sutures cut 
from the margins of the incised aponeur- 
osis of the external oblique muscle. In 79 
cases fascia lata sutures were used. In the 
nonviable group, silk, cottom and wire 
were used alone or in combination, and 
occasionally in combination with catgut. 
Silk was the chief suture material used in 
19 cases, cotton in 39 and wire in 35. Silk 
was soon discarded in favor of cotton, and 
at present we prefer either cotton or wire. 
The fascia sutures are used to reinforce 
nonviable sutures. 

For primary repairs, autologous fascia 
sutures are preferred except under the 
following conditions: (1) When the 
tissues have been weakened by pressure 
from a large hernia of long duration or 
by wearing a truss. (2) When removal of 
sutures from the aponeurosis would re- 
duce its extent so much that it could be 
closed only under tension. (3) When there 
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are coexisting femoral or ventral hernias 
that require fascia lata sutures or grafts. 
In such cases fascia lata sutures, being 
readily available, may be used. 

For secondary repairs we generally 
prefer fascia lata sutures, in order to close 
the aponeurosis without tension. On oc- 
casion, when autologous sutures had not 
been used for the primary operation, we 
have used them for the secondary repair, 
but we do not recommend this. 

For one-stage bilateral herniorrhaphies, 
whether primary or secondary, we feel 
that suture with fascia lata strips is the 
method of choice in order to avoid closure 
under tension. 

The Nonviable Suture Group.—Fascia 
sutures seldom are necessary in treatment 
of the congenital type of hernia usually 
encountered in children. Even in the mid- 
dle years, in cases of mild, uncomplicated 
hernia, a satisfactory repair often may be 
accomplished with cotton or wire sutures. 
In emergencies, such as those presented 
by incarcerated or strangulated hernias, 
it may be unwise to take the extra time 
required for a fascia repair. Especially 
with aged patients, speed may be the 
essence of success. In cases of these types 
we have had satisfactory results with both 
cotton and wire sutures. 

Of the nonviable suture group of 93 
hernias, 82 were primary and 11 secon- 
dary, and there was 1 recurrence in each 
group. Because of the selected type of 
patients and the small numbers involved 
(60 primaries and 7 secondaries traced), 
the percentage of recurrences (primaries 
1.7 per cent and secondaries 14.3 per cent) 
gives a somewhat distorted picture, and 
we do not attach too much significance to 
these figures. The single recurrence in the 
secondary group developed in a man aged 
40. We had used autologous fascia su- 
tures in the primary repair one year pre- 
viously. Since the wire repair appeared 
secure, we did not reinforce it with fascia 
sutures. Within a year the hernia recurred 
a second time, and a third repair was done 
in 1949 with fascia lata sutures. So far 
this repair has held. It has not been in- 
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cluded in these statistics, however, because 
it postdated the series. 

Although we do not favor secondary 
herniorrhaphies without fascia sutures, 
our series includes 11 such cases, 1 of 
the patients being a baby aged 9 months 
and 6 being men over 48, 4 of them in 
the seventh decade. Three of these hernias 
were incarcerated. 

This short account of the nonviable 
suture cases is presented as a contrast to 
the more severe cases, in which fascia 
sutures are preferred. In our series, non- 
fascial repairs are the exception; in all 
other types of inguinal hernias we 
routinely do a fascia repair. 

Cases Not Traced.—Of the total of 970 
inguinal herniorrhaphies performed, 642 
(66.2 per cent) were followed and 328 
(33.8 per cent) were not followed, despite 
our best efforts. Of the nonviable suture 
group, 67 (72 per cent) were followed 
and 26 (28 per cent) not followed. Of 
the fascia suture group, 575 (65.6 per 
cent) were followed and 302 (34.4 per 
cent) not followed. The percentage of 
those not followed seems very large. It 
must be remembered, however, that Day- 
ton is a highly industrialized city and the 
site of Wright Field, and that the period 
covered by this report included the years 
of World War II, during which there was 
a tremendous turnover of population. 

Writers vary in their estimates of re- 
sults in cases not traced. Some argue that 
there are more and others that there are 
fewer recurrences in this group than 
among those in which results are known. 
We are encouraged to believe that recur- 
rences may be less frequent in cases not 
followed, because, especially in our fascia 
suture group, the greater the severity of 
the hernias, the smaller was the percentage 
of cases not followed. After primary re- 
pairs in the fascia group, 35.8 per cent 
were not traced, whereas only 19.2 per 
cent of the secondary cases were not 
traced, and in our group of severe chronic 
recidivists we lost touch with only 2 pa- 
tients. At best, however, it is possible 
only to guess at results in cases not traced, 
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and we have therefore eliminated them 
from our statistics on results, although 
they are included in the classification of 
cases. 

Reports have been received that 28 of 
our patients are deceased. When no in- 
formation was available on the condition 
of the hernia at death, we included these 
patients in the group not followed. No re- 
currences have been reported among the 
deceased patients. 

Progressive Character of Hernia.—The 
points of chief statistical interest are pre- 
sented graphically in the various charts, 
and there seems little to be gained by re- 
peating them in the text. 

In Chart 1 the entire series is analyzed 
by age groups. This graph shows vividly 
the progressive character of the hernias, 
the peak being reached in the fifth and 
sixth decades. It poses a convincing argu- 
ment for early intervention to avert the 
damage done to the supporting tissues by 
the weight, pressure and so-called piston- 
ing action of a steadily enlarging hernia. 

It seems strange that there has been 
so little realization of the value of early 
operation for hernia. The tendency has 
been to resort to herniorrhaphy only after 
the condition becomes unbearable. Many 
physicians are still advising parents to 
postpone repair of the comparatively 
innocuous congenital hernias observed 
during childhood, and to wait until 
puberty to treat the accompanying un- 
descended testes, hoping they may de- 
scend at that time. We are convinced that 
many of the damaged and functionless 
testes we have removed at herniorrhaphy 
might have been saved by early removal 
of the congenital hernia sac followed by 
orchiopexy. 

In Chart 1, note the almost complete 
absence of direct and combined hernias 
in patients under the age of 20, the in- 
crease in the percentage of incarcerated 
and strangulated hernias with age, the 
growing number of secondary repairs, the 
development of more bilateral hernias, 
and the absence of recurrences in patients 
under 20. We should add here, however, 
that 2 children, aged 10 months and 13 
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years respectively, were brought to us for 
repair of recurrent hernias, proving that 
hernias can recur at tender ages. 

In addition, there are many features not 
shown in the statistics. Tissues deteriorate 
with age and the traumatic effect of a 
large hernia; healing ability wanes, and 
the risk of operation increases. Why sub- 
ject the patient to years of increasing dis- 
comfort when treatment is simpler and 
perhaps more effective the earlier it is 
undertaken? No hernia ever heals itself, 
so why wait? 

The same story is reflected in Charts 2 
and 3—analyses of the primary and sec- 
ondary herniorrhaphies in the fascia su- 
ture group. The increased percentage of 
direct and combined hernias in the sec- 
ondary group is very striking. Strangely 
enough, the percentage of incarcerated 
and strangulated hernias in the primary 
and secondary groups is about the same. 
Although this may be an artefact due to 
the relatively small number of secondaries, 
possibly the reason is that recurrent her- 
nias are more dramatic and hence are 
taken care of more promptly than are the 
original hernias. 

Bilateral Herniorrhaphies.— The odd 
number of bilateral herniorrhaphies on 
the graphs calls for some explanation. 
Statistically it is necessary to count each 
side of a bilateral herniorrhaphy as a 
separate operation. In some cases we did 
a primary repair on one side and a sec- 
ondary repair on the other. Thus, the 
statistics would appear on _ different 
graphs. The smaller number of secondary 
bilateral herniorrhaphies may be ex- 
plained by the tendency of recurrences to 
develop on only one side or to appear at 
different times. In but 1 case of our own 
was the recurrence bilateral, and even in 
this case one hernia recurred two years 
before the other. We did, however, have 
a number of patients who came to us for 
repair of recurrent bilateral hernias. 

Even though there are fewer bilateral 
herniorrhaphies in the secondary group, 
the increasing severity of the condition 
is vividly reflected by the greater propor- 
tion of two-stage operations in this group 
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—21.9 per cent as against 10.2 per cent 
in the primary group. The recurrence 
rates also are a measure of the compara- 
tive severity of the hernias in the two 
groups—3.5 per cent in the primary and 
17 per cent in the secondary group. The 
large secondary percentage, however, is 
due principally to the many chronic re- 
cidivists, who are concentrated in this 
group. Of this we shall have more to say 
later. 

Results by Years.—Charts 4 and 5 show 
the number of patients followed each year 
for the entire period of the study. In the 
primary group the peak of the follow-up 
was reached at the fourth year and there- 
after tapered off, while the percentage 
traced during later years was larger in the 
secondary group. Also the proportion of 
secondaries traced was greater. In both 
groups most of the recurrences developed 
during the first and second years, and 
none were reported after five years. Like 
the patient with cancer, however, the 
patient with hernia never can be consid- 
ered completely immune to recurrence. 
One of our secondary patients came to us 
with a hernia which had developed eleven 
years after the primary repair. 

Tables 1 (primary group) and 2 (sec- 
ondary group) show the incidence, num- 
ber of recurrences, and recurrence rates 
in the various types of cases traced. How 
typical the recurrence rates may be in the 
smaller groups is questionable. One re- 
currence in 3 cases may be simply a mat- 
ter of chance, so that some of the per- 
centages cannot be regarded as_ too 
significant. Nevertheless, it is interesting 
that in both the primary and secondary 
groups the recurrence rates were less for 
direct and combined hernias than for in- 
direct hernias. This at least suggests that 
the fascia repair is effective for direct 
hernias. 

We have been under the impression that 
two-stage herniorrhaphies are less apt to 
be followed by recurrence than one-stage 
operations. According to our statistics the 
recurrence rate following the two-stage 
primary herniorrhaphies is considerably 
greater; this may be, however, because 
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the two-stage repair is used in the more 
severe cases. 

The groups of secondary incarcerated 
hernias and strangulated hernias are too 
small to have any statistical value, but it 
is encouraging to note a recurrence rate 
of only 5 per cent in a group ef 21 pri- 
mary incarcerated hernias. 

Female Patients.—Of the 823 patients, 
66 were female and 757 male. The high- 
est incidence among female patients oc- 
curred between the ages of 1 and 15 years, 
almost half as many girls being affected 
as boys. After that the proportion de- 
clined sharply. Six (9.1 per cent) of the 
female patients required bilateral herni- 
orrhaphies, contrasted with 125 male pa- 
tients (16.5 per cent). All bilateral re- 
pairs in female patients were done in one 
stage. There were no recurrences among 
our female patients, and only 2, aged 60 
and 62 respectively, were in the sec- 
ondary group. Autologous sutures were 
used for 53 patients, fascia lata sutures 
for 3, silk for 2, cotton for 6 and wire 
for 2. Silk sutures were used for one sec- 
ondary repair, and the other was rein- 
forced with fascia lata sutures. There 
were incarcerated hernias in 3 of the 
female patients, aged respectively 74, 75 
and 80, and two strangulations in women 
aged 42 and 81—complications that could 
have been avoided by earlier repairs. All 
the statistics substantiate the general 
observation that inguinal hernias in the 
female, although they may be severe, as 
a rule are neither so frequent nor so dis- 
abling as in the male. Indeed, many of the 
herniorrhaphies in older women were sec- 
ondary to more urgent abdominal or pelvic 
operations. 

Multiple Hernias.—The number of other 
hernias noted in our inguinal hernia group 
suggests either the presence of multiple 
congenital defects or a generalized tissue 
weakness. Among our patients with un- 
ilateral hernias, 54 either had had pre- 
vious repairs on the opposite side or 
acquired a second primary hernia subse- 
quently. There were 20 patients with un- 
ilateral and 4 with bilateral femoral 
hernias, making a total of 28 femoral 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Kesults tn 516 Cases followed Itol] yrs. 


MARCH, 1952 











87 


Chres 19615%| 




























































































(23456789105 
YEARS 


Chart 4.—Primary inguinal herniorrhaphies with fascia sutures. 


hernias. Two of these were incarcerated. 
In addition there were 6 epigastric 
hernias, 7 umbilical hernias, and 5 ventral 
incisional hernias. Most of these compli- 
cating hernias were in elderly patients, 
although there was 1 child 4 years old 
with an umbilical hernia. One patient, a 
man aged 54, still presents an interesting 
problem. Three herniorrhaphies were re- 
quired to cure 1 inguinal hernia, and a 
femoral hernia was also repaired. He now 
has a beginning contralateral inguinal 
hernia and also epigastric and umbilical 
hernias. 

Structural Defects——Our histories con- 
tain notations of a number of structural 


defects, the most important being defects 
in the inguinal ligament and the trans- 
versalis fascia. In some cases all the fascial 
structures were of poor quality. In 1 child 
aged 16 months multiple congenital an- 
omalies were noted. The greatest number 
of structural defects listed by anatomists 
have been observed in the internal oblique 
muscle, but, since we do not use this 
muscle for purpose of repair, these defects 
are of little surgical importance, although 
they may be important etiologically. When 
fascia has been lacking for an adequate 
repair we have filled in the defect with 
a free graft of fascia lata or with a flap 
dissected from the anterior sheath of the 
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rectus muscle. Ordinarily, however, we 
find that fascia lata sutures are sufficient 
to the need. 

Injection Treatments.—Before consult- 
ing us, 7 of our patients had had injec- 
tion treatments, with unsatisfactory re- 
sults. It is obvious that no form of injec- 
tion treatment can cure a direct hernia, 
and the difficulty of making an exact 
diagnosis without exposing the structures 
makes injection treatment problematical 
even for indirect hernias. Naturally, the 
resulting scar tissue produces distortion 
of the structures, which makes hernior- 
rhaphy much more difficult; no recur- 
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rences, however, have developed in any 
of this group. 

Undescended Testes.—In our series of 
cases we found a total of 29 undescended 
testes in 28 patients of ages ranging from 
2 to 61 years. Orchiopexy or a two-stage 
Torek operation was done in 11- of these 
and orchectomy in 8. In 10 no correction 
was recorded. We are loath to do orchec- 
tomy unless there is lack of function or 
actual pathologic change of the testis. In 
very difficult repairs in a few elderly men, 
we did ablate the testis in order to secure 
better closure. In 36 patients ranging in 
age from 3 months to 66 years, 37 hydro- 
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celes were treated. One of these was a 
hydrocele of the round ligament, 2 were 
spermatoceles. and 1 was a cyst of the 
testis. Eleven varicoceles were recorded in 
patients whose ages ranged from 20 to 
75. 

Complications.—One patient came to us 
with an abscess at the site of his indirect 
hernia. In another, inguinal hernia had 
developed six weeks-after operation for 
a ruptured appendix followed by perito- 
nitis. In a third case an infected appendix 
was adherent to the sac. A case of healed 
tuberculosis of the hip gave us some 
trouble because of the large amount of 
scarring above and below the aponeurosis. 
Resection of incarcerated bowel was neces- 
sary in another case because of cicatrizing 
enteritis. Two cases were influential in our 
decision to abandon the use of silk. In the 
first a secondary herniorrhaphy was done, 
at which we found stitch abscesses around 
the silk sutures previously used. The sec- 
ond was a primary repair in which silk 
sutures caused an abscess. On the whole, 
we were fortunate in having compara- 
tively few serious infections. Nine patients 
had wound infections ranging from mild 
to severe. Two of these developed after 
return home from the hospital; one caused 
a recurrence. Another was responsible for 
an abscess of the flank, which required 
drainage. A third produced an infected 
fistulous tract, which was resected five 
months after herniorrhaphy, and a fourth 
presented a wound sinus. Most of the in- 
fections remained superficial to the fascia. 
One of our most troublesome cases was 
that of a man aged 42, a chronic recidi- 
vist, in whom incisional granulomas and 
wound sinuses habitually developed. There 
was also 1 case of thrombophlebitis fol- 
lowing herniorrhaphy; this required 
femoral ligation. 

Multiple Recurrences—Chart 6 pre- 
sents an analysis of the cases in which 
more than two repairs were required. It 
appears, from a study of our cases, that 
certain patients are prone to recurrences 
and that a large percentage of these have 
bilateral hernias. In the group analyzed, 
12 patients had 53 herniorrhaphies, 19 
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unilateral and 34 bilateral. Total recur- 
rences numbered 37, of which 11 were 
included in the present series. A final 
check showed that 14 hernias had been 
cured and 5 not cured, and the end results 
in 2 cases had not been ascertained. This 
group of 12 patients accounted for 3 of 
the 19 recurrences in our primary group 
and for 8 of the 11 in our secondary 
group. 

Probably every surgeon has patients of 
this type, and they are not a source of 
pride. Probably, also, every surgeon would 
agree that it is his obligation to make 
every effort to recognize these patients 
early and, if possible, to give them a per- 
manent cure at the primary operation. 
The cure of hernia, of course, is dependent 
not only on the choice of technic, but per- 
haps even more on the skill of the surgeon. 
It is recognized, nevertheless, that some 
patients are not cured by ordinary meth- 
ods, or even with the use of fascia su- 
tures. Two questions, therefore, must be 
answered: (1) What can be done for these 
recurrence-prone patients? and (2) How 
can they be recognized in time to save 
them from undergoing a long series of 
ineffective repairs? 

Cooper’s Ligament Herniorrhaphy.—In 
recent years the Cooper’s ligament herni- 
orrhaphy has been developed as an effec- 
tive answer to the first question. It is 
our impression that there has been per- 
haps undue enthusiasm with regard to 
this rather formidable technic, and that 
it has been recommended for some hernias 
that might be handled adequately by in- 
guinal ligament herniorrhaphy with fascia 
lata sutures or grafts. We do use it for 
combined inguinal and femoral hernias, 
and also when the inguinal ligament either 
is congenitally defective or has been 
damaged by previous repairs. 

Cooper’s ligament, more properly 
termed either the superior pubic liga- 
ment or the iliopectineal ligament, paral- 
lels the anterior half of the inguinal liga- 
ment at a deeper level. The inguinal 
ligament forms the superficial boundary 
of the femoral ring, while the iliopectineal 
ligament forms the deep boundary. A 
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Chart 6.—Multiple rrences: analysis of 12 cases o f inguinal hernia. 


femoral hernia emerges between the two of the free border of the transversalis to 
ligaments. The usual method of repair, the iliopectineal ligament will close off 
by which the transversalis fascia is su- the exit to both the inguinal and the 
tured to the inguinal ligament, does not femoral hernia. The coexistence of in- 
close the femoral aperture, but attachment _—guinal and femoral hernias, therefore, in 
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dubitably calls for a Cooper’s ligament re- 
pair. Likewise, absence or impairment of 
the inguinal ligament calls for substitu- 
tion of the deeper structure. The chief 
hazard in this operation is damage to the 
femoral vessels, and because of this we 
prefer to do the operation by direct 
vision. Closure of the femoral ring must 
not be too snug, lest interference with 
circulation cause thrombosis of the vessels. 
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Early Recognition of the Recidivist.— 
The question remains how to recognize 
the chronic recidivist at an early stage. 
It is probable that a good many recur- 
rences take place because an inferior tech- 
nic was used in the primary repair or 
because of the surgeon’s lack of skill. If 
this appears to be the reason, and if the 
parietal laminae are undamaged by the 
previous repair, a secondary repair with 


External oblique m. 


Aponeurosis of 
ext. oblique 


Subcutaneous 


guinal ring... 


Fig. 1—The aponeurosis of the external oblique muscle is incised, and three autologous sutures are 
trimmed from the margins of the flaps. Two are left attached, and one is separated for use as a 
free suture. 
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Fig. 2—Internal oblique muscle is partially excised, and the cord is stripped of cremaster muscle 
and nonessential blood vessels. The transversalis fascia is sutured to the shelving edge of the in- 
guinal ligament with cotton and one pedicled fascia suture. Half of the free suture is used above 
the cord, tied with a square knot. The special knot used below the cord is illustrated in Figure 3. 


fascia sutures probably can be undertaken 
with impunity. If, however, the integrity 
of the fascial structures involved has been 
impaired by the previous operation, either 
a rectus flap or a fascia lata graft or a 
Cooper’s ligament herniorrhaphy should 
be considered. 

A second recurrence would suggest the 
presence of anatomic defects or a gener- 
alized tissue weakness that requires the 
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more drastic type of repair. In several 
of our patients the transversalis fascia 
was defective or even absent. In such 
cases, if the external oblique aponeurosis 
is adequate, it may be brought down to 
the iliopectineal ligament and attached 
there, or a fascia lata graft may be su- 
tured over the defect with cotton or wire, 
reinforced with fascia lata sutures. In our 
opinion there would be few, if any, re- 
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under last stitch. B inserts hemostat under loop and receives end of suture from A. A inserts 

hemostat under B’s hemostat and receives end of suture from B after it is drawn through loop. A 

draws end of suture through loop and tightens knot. Cotton suture is inserted through last stitch, 

knot is turned over, and tip of suture is folded back and tied in place with cotton suture. This knot 
has great tensile strength, and does not slip. 


currences after either of these procedures, 
and they should be considered for any 
patient who has had two or more recur- 
rences. It seems useless to proceed time 
after time with a technic that has been 
followed by multiple recurrences. 
Special precautions, too, should be 
taken with patients who have a history 
of postoperative infection or collection of 
serous fluid in the wound. These condi- 
tions suggest a possible defect in the 
body’s defenses against infection or in 
the healing mechanism, and they call for 
a thorough investigation of the patient’s 
general condition before operation. 
Fascia Suture Technic.—Our technic is 
a modification of the operation first sug- 
gested by Halsted, combined with a modi- 
fication of the fascia suture technics of 
McArthur and of Gallie and LeMesurier. 
Essentially, it consists of incision through 
the aponeurosis of the external oblique 
muscle, followed by separation of the 
three autologous sutures from the mar- 
gins of the fascia flaps. Usually two of 
these sutures are left attached at the pubic 
bone, and the third is used as a free 
suture (Fig. 1). The cord is stripped of 
the cremaster muscle and part of the blood 
vessels to minimize its size. The sac is 
twisted and ligated as high as possible. 
The transversalis fascia is freed from the 
peritoneum, and sutured to the shelving 


edge of the inguinal ligament with cot- 
ton, reinforced below the cord with one 
of the attached autologous fascia sutures 
(Fig. 2). The fascia suture is tied and 
fixed with cotton as shown in Figure 3. 
This knot can be tied with less than an 
inch of fascia suture, and when fastened 


TABLE 1.—Classification of Recurrences: Fascia 
Suture Group—Primary Hernias 
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TABLE 2.—Classification of Recurrences: Fascia 
Suture Group—Secondary Hernias 
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with cotton, as illustrated, it does not slip. 
A snug closure is made above the cord 
with cotton and half of the free fascia 
suture, tied in a square knot. The apo- 
neurosis is closed under the cord with 
cotton sutures, reinforced with the second 
attached autologous suture and the re- 
maining half of the free fascia suture 
(Fig. 4). The cord is transplanted to a 
new bed between the aponeurosis and the 
superficial tissues. When it is necessary 


ae 
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to substitute free fascia lata sutures for 
autologous sutures, they are used in the 
same manner, except that at the lower 
angle of the incision the fascia suture is 
tied in a square knot, transfixed with a 
cotton suture. The fascia sutures are cut 
2.5 to 3 mm. wide. Used with a small 
Mayo needle, they do not tear the tissues. 

We believe that the good results in our 
series of cases demonstrates the effective- 
ness of the fascia suture technic. These 
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Unfinished square knot "4 ; 


Fixation of suture C 
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Fig. 4.—Aponeurosis of external oblique muscle is closed under cord with cotton sutures, reinforced 
with pedicled fascia suture below cord and remaining half of free suture above cord. Pedicled 
suture is tied and fixed as shown in Figure 3 
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viable sutures are promptly infiltrated 
with capillaries and connective tissue 
fibers from the surrounding structures, 
and not only lend mechanical support but 
are incorporated into the layers of the 
abdominal wall and become a living part 
of the repair. 
SUMMARY 


A report is presented of 970 hernior- 
rhaphies performed’ on 823 patients, 
covering a period of eleven years in 
private practice. In 877 of these repairs 
fascia sutures were employed; in 93 the 
sutures used were silk, cotton or wire. 
Nonviable sutures are preferred for very 
old or very young patients and in emer- 
gencies. Fascia sutures are the authors’ 
choice in all other types of cases. 

Statistical graphs illustrate the progres- 
sive nature of hernia and the desirability 
of early repair. Recurrence rates in the 
fascia group for patients traced from one 
to eleven years were 3.5 per cent in cases 
of primary hernia and 17 per cent in cases 
of secondary hernia. 

A group of cases of multiple recurrences 
is analyzed, and Cooper’s ligament herni- 
orrhaphy is recommended for such pa- 
tients. Practical suggestions are made for 
early recognition of recidivists, and tech- 
nical points in dealing with these cases 
are discussed. 

The essential features of the fascia 
suture operation are described and illus- 
trated. In the authors’ opinion, this type 
of repair gives superior results in treat- 
ment of the majority of inguinal hernias. 


RESUME 


L’auteur rapporte 970 herniorraphies 
faites sur 823 patients durant une période 
de 11 années de pratique privée. Le fascia 
a été utilisé comme suture dans 877 cas 
tandis que 93 autres furent réparés avec 
de la soie, du coton ou du fil métallique. 
L’auteur a une prédilection pour le fascia. 
S’illustrant d’un graphique, l’auteur dé- 
montre |’évolution de la maladie et l’avan- 
tage d’un traitement précoce. Laréci- 
dive dans l’emploi du fascia est de 3.5%, 
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sur une période s’étendant de trois a onze 
ans, pour les cas initiaux et de 17% pour 
les cas secondaires. 

L’auteur analyse un groupe de récidive 
multiple et recommande l’herniorraphie 
du ligament de Cooper. I] suggére aussi 
des moyens de diagnostic précoce des 
récidives et des moyens techniques pra- 
tiques d’y rémédier. Les points essentiels 
de l’usage du fascia comme moyen de 
suture sont décrits et illustrés. L’auteur 
opine que cette méthode de cure de hernie 
donne de meilleurs résultats. 


RESUMEN 


Se presenta una comunicacion sobre 970 
herniorrafias en 823 pacientes, durante 
un periodo de onces anos de practica 
privada. En 87 de estas intervenciones 
se emplearon suturas con aponeurosis, en 
93 se usaron suturas con seda, algod6n o 
alambre. Se prefirieron suturas inabsor- 
bibles en pacientes muy viejas o muy 
jovenes y en emergencias. Las suturas 


con aponeurosis son el métedo de eleccién 


de los autores en todos los demas casos. 

Se ilustra con stadisticas (graficas) la 
naturaleza progresiva de la hernia y la 
conveniencia de su pronta reparacion. 
Los indices de recurrencia en el grupo 
aponeurotico de pacientes de uno a once 
anos fué de 3.5% en los casos primarios 
y de 17% en los secundarios. 

Se analiza un grupo de casos con recur- 
rencia multiple y se recomienda la herni- 
orrafia del ligamento de Cooper en dichos 
pacientes. Se hacen sugestiones practicas 
para el temprano reconocimiento de las 
recidivas, y se discuten aspectos técnicos 
para el tratamientos de estos pacientes. 

Se describen e illustran los hechos esen- 
ciales de la operaci6n con sutura apo- 
neurotica. Esta reparaci6n con aponeu- 
rosis es, en opinién de los autores, el que 
da resultados superiores en el tratamiento 
de la payoria de las hernias inguinales. 


RIASSUNTO 


Viene riferito uno studio su 970 inter- 
venti per ernia eseguiti su 823 pazienti in 
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11 anni di pratica privata. In 877 inter- 
venti fu usato materiale di sutura costitu- 
ito da facia, in 93 da seta, lino o fili 
metallici. Le suture con materiali anor- 
ganici vennere preferite nelle operazioni 
d’urgenza e nei pazienti molto vecchi o 
molto giovani; le suture comfascia vennero 
scelte dagli Autori in tutti gli altri casi. 

L’evoluzione progressiva dell’ernia e la 
conseguente necessita dell’intervento pre- 
coce vengono graficamente illustrate. Le 
percentuali di rétidiva nei casi in cui 
vennero usate suture con fascia, calcolate 
su pazienti seguiti da 1 a 11 anni di dis- 
tanza, furono del 3.5% in ernie primitive 
e del 17% in ernie recidive. 

Lo studio analitico di un gruppo di 
recidive multiple suggerisce di compren- 
dere il ligamento di Cooper nell’eseguire 
tali erniorrafie. Vengono dati consigli 
pratici allo scopo di diagnosticare pre- 
cocemente le recidive e vengono discussi 
i particolari tecnici nella cura di tali casi. 

Vengono descritte ed illustrate le car- 
atteristiche essenziali delle plastiche a 
mezzo di fascia che, nell’opinione degli 
Autori, danno i risultati migliori nella 
cura della maggior parte delle ernie in- 
guinali. 

SUMARIO 


E’ apresentado um estudo sobre 970 
herniorrafias executadas em 823 pacientes, 
em um periodo de onze ans em clinica par- 
ticular. Em 877 dessas reconstrucdes su- 
turas de fascia foram empregadas; em 93 
as suturas usadas foram séda, algodao ou 
arame. Suturas inabsorviveis foram pre- 
feridas em muito velhos ou muito jovens 
pacientes em emergencias. A sutura com 
fascia é a sutura de escélha do autér em 
todos os outros tipos de casos. 

Graficos estatisticos ilustram a natu- 
reza progressiva da hernia e a conven- 
iencia de reparo precoce. As taxas de 
recurrencia no grupo em que fascia foi 
usado registradas entre um e onze anos 
foi de 3.5 por cento em casos primarios 
e de 17 por cento em casos secundarios. 
Um grupo de casos de recurrencia mul- 
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tipla é analisado e a herniorrafia com o 
ligamento de Cooper é recomendada para 
tais pacientes. Sugestdes praticas para 
reconhecimento precoce de recidivas e 
pontos tecnicos relacionados com esses 
casos sao discutidos. 

Os detalhes essenciais da operagaéo com 
sutura de fascia sao descritos e ilustrados. 
Na opiniao do autor esse tipo de recon- 
strucao da superiores resultados no trata- 
mento da maioria das hernias inguinais. 


ZUSAM MENFASSUNG 


Es wird ein Bericht ueber 970 an 823 
Kranken ausgefuehrte Bruchoperationen 
gegeben. Die Operationen wurden inner- 
halb von 11 Jahren in privater Praxis 
ausgefuehrt. In 877 Faellen gelangten 
Fasziennaehte zur Anwendung, in 93 
wurden Seiden-, Baumwoll- oder Draht- 
naehte benuetzt. Lebloses Nahtmaterial 
wurde bei sehr alten und bei sehr jungen 
Kranken und in Notoperationen bevorzugt 
In allen anderen Faellen sind die Faszien- 
naehte das Nahtmaterial der Wahl des 
Verfassers. 

Statistische Kurven erlaeutern die pro- 
gressive Tendenz der Brueche und die 
Wichtigkeit fruehzeitiger Operation. Das 
Auftreten von Rueckfaellen betrug bei den 
Kranken, die mit Fasziennaehten behan- 
delt und ein bis elf Jahre lang verfolgt 
wurden, 3.5% in primaeren und 17% 
in sekundaeren Faellen. 

Eine Gruppe von Kranken mit wieder- 
holten Rueckfaellen wird untersucht, und 
fuer solche Faelle wird die Herniorrhaphie 
mit Coopers Ligament empfohlen. Es 
werden praktische Hinweise zur frueh- 
zeitigen Erkennung von Rueckfallskan- 
didaten gegeben, und technische Punkte 
in der Behandlung solcher Faelle werden 
eroertert. 

Die wesentlichen Eigenheiten der Fas- 
ziennahtoperation werden beschrieben und 
illustriert. Der Verfasser ist der Meinung, 
dass diese Form der Wiederherstellung 
von Leistenbruechen in der Mehrzahl der 
Faelle die besten Ergebnisse zeitigt. 





Newer Aspects of the Pathology of the Colon 


HANS POPPER, M.D., PH.D., F.A.C.P., F.C.A.P. 
CHICAGO 


OST factors concerned in patho- 
M logic conditions of the colon are 

now widely known and represent 
the classic foundation of surgical activity. 
Nevertheless the book has not been closed, 
and the surgeon still asks questions of 
the pathologist. To some of these ques- 
tions, though by no means all, answers, 
have been forthcoming in the past ten 
years. In this paper, therefore, I shall 
raise some such questions and discuss the 
answers available today. 

What is the most important surgical 
lesion in the colon? The answer today 
does not differ from that of many years 
ago; it is the carcinoma of the large bowel, 
which still accounts for at least 11 per 
cent of all deaths due to cancer.1 Much 
recent statistical material (Table 1)? con- 
firms the observation that the majority 
of carcinomas occur in the rectum, the 
rertosigmoid or the sigmoid and a con- 
siderably smaller number in the ascend- 
ing, transverse or descending portions 
of the colon. The well known difference 
between the consequences of carcinoma 
in the right and in the left half of the 
colon are obviously due to anatomic 
reasons. The wide right part predisposes 
to a fungating exophytic growth with 
ulceration, subsequent toxic manifesta- 
tions resulting from absorption of tissue 
breakdown products, as well as to anemia 
and perforation.’ In contrast, in the nar- 
row left part of the colon the lesion 
rapidly constricts and obstructs, since it 
extends quickly into the muscular layer 
and usually encircles the entire colon. 
The circular carcinoma gives the charac- 
teristic napkin-ring picture; the upper lip 
may flatten out while the lower lip pro- 
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duces a valvelike obstruction, which may 
be recognized earlier on filling from be- 
low with barium than by the normal pas- 
sage of stool from above. Above the 
lesion the intestine is markedly dilated 
and often shows stercoral ulcers. The dif- 
ference between right and left is not 
constant, since 25 per cent of carcinomas 
of the cecum and ascending colon pro- 
duce obstruction or constriction,* espe- 
cially if they involve the ileocecal valve. 
Recent statistics still agree on a pre- 
ponderance of the male sex® except for 
lesions of the cecum.* Though it is pri- 
marily a disease of older age groups (most 
of the patients being more than 40 years 
of age), more and more cases are being 
reported in which the patients are chil- 
dren.? The incidence in younger persons 
is also illustrated by a large number of 
cases reported from the Army, the pa- 
tients being personnel between the ages 
of 18 and 38 and half of the lesions oc- 
curring in the rectum.’ Most of the pa- 
tients were between 31 and 38 years of 
age, but 26 instances of patients between 
18 and 20 were reported. The report did 
not include suspicious types of polyps. In 
general, the mucoid type of carcinoma is 
frequent in children.’ 

Little progress has been made in solv- 
ing the problem of the cause of cancer. 
Heredity is an important factor, and 
in at least 25 per cent of the cases 
a family history can be obtained. Predis- 
position to cancer is also indicated by the 
common occurrence of multiple carcinoma, 
often in widely separated parts of the 
colon. This has already been emphasized 
by Dukes and probably occurs in some- 
thing like 3 to 5 per cent of the cases.” 
Many of these tumors are synchronous 
and multicentric..° The possibility of 
chemical carcinogens acting directly upon 
the colon has to be considered. Feeding 
of motor lubricating oil to rats produced 
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not only mucosal hyperplasia but even 
adenocarcinoma."! 

What is the relation between the mor- 
phologic appearance of the carcinoma and 
the clinical course? Or, to word it differ- 
ently, what does the gross and histologic 
picture of the operative specimen indicate 
as to the degree of malignancy and the 
prognosis ? 

It is generally accepted that carcinoma 
of the colon grows relatively slowly and 
metastasizes late. This makes its early 
recognition more difficult but increases 
the responsibility of the physician to de- 
tect it as early as possible. Recently, ex- 
foliative cytologic study, according to 
Papanicolaou, has been applied also to the 
colon. On the basis of the proctoscopic 
examination of 220 patients, it has been 
stated that the use of cytologic methods 
may possibly yield a higher incidence of 
correct diagnoses than do any of the 
routine clinical methods employed.!? Fur- 
ther investigations are needed to clarify 
the importance of this screening test, 
which may increase the usefulness of the 
pathologist in the early detection of 
cancer. 

Four factors have received special con- 
sideration in the evaluation of the malig- 
nancy from the operative specimen, as 
judged by a survival rate of five years 
(Table 2). 

1. The microscopic character and the 
degree of anaplasia are obviously signif- 
icant, but in contrast to many other tu- 
mors, a histologic grading, e.g., based on 
Broders’ classification,!* is at present not 
commonly applied. In about 90 per cent 
of the cases the tumors are of the adeno- 
carcinomatous type to which Dukes!‘ has 
assigned three grades of malignancy. 
About 10 per cent, to which the name 
“colloid” is often applied, have a similar 
structure but are characterized by exces- 
sive mucus production. The prognosis for 
these is accepted to be considerably 
worse.!® Finally, there is a rare type of 
anaplastic carcinoma simplex that prob- 
ably carries the highest degree of malig- 
nancy. 

2. The gross invasiveness as seen on 
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the profile is now considered important 
and is generally accepted as the basis of 
the grading of Dukes.!* In Grade A, the 
growth has not penetrated the muscle wall 
of the colon. In Grade B, it has extended 
into-the pericolic tissue but has not in- 
volved any lymph nodes. In Grade C the 
lymph nodes are involved, and in Grade 
D distal metastases are observed (Table 
2). Carcinomas of the colon start either 
as flat buttons moving the mucosa for- 
ward or as cauliflower-like lesions. A 
slowly growing tumor may become very 
large without any clinical symptoms be- 
cause time is granted for adaptation of 
the intestine to the obstacle, whereas a 
rapidly growing tumor will lead to early 
clinical symptoms in the absence of this 
local adjustment and can thus be operated 
on while still small and resectable.17 Small 
carcinomas may reveal poor late results.'§ 
About six months are required for involve- 
ment of one-fourth of the circumference 
of the rectum.!® Annular carcinomas are, 
therefore, more advanced and more com- 


monly associated with invasion of the 
veins and lymph nodes than are tumors 
of the nonannular type.*° 

3. Involvement of the veins is grossly 
visible in 12 per cent of the left-sided and 
6 per cent of the right-sided tumors.”! It 


is seldom observed in the submucosa; 
rather, it appears in the pericolic tissue, 
where it is recognizable close to the tu- 
mor itself, or sometimes close to the bor- 
der of the resected specimen. The inci- 
dence rises to almost 30 per cent if venous 
involvement is looked for by microscopic 
methods with the help of elastic tissue 
stains to visualize the vein.*2 Cancers with 
microscopic invasion of the veins have a 
worse prognosis than those with even the © 
same degree of histologic anaplasia and 
invasiveness, according to Dukes.??*  Ven- 
ous invasion also correlates well with 
hepatic metastases.2° This correlation, 
however, may be obscured because, in con- 
trast to lymph nodes in which tumor 
emboli are caught, the fate of venous 
emboli depends upon the specific condi- 
tions in the organs they reach.'* 

4. Lymphatic spread is considered the 
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TABLE 1.—Sites of Carcinoma of Colon 
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1. Walther, H. E.: Krebsmetastasen. Basel: Benno Schwabe, 1948. 
2. Buser, J. W.; Kirsner, J. B., and Palmer, W. L.: Carcinoma of the large bowel. Analysis of 
Clinical Features in 478 Cases, Including Eighty-Eight 5-Year Survivors, Cancer 3:214, 1950. 


8. Boehme, E. J., and Hanson, P. J 


Carcinoma of the Colon and Rectum: Site of Growth of 1,457 


Lesions, Surg. Clin. North America June, 1946, Lahey Clinic Number. 
4. Vynalek, W. J.; Saylor, L. L., and Schrek, R.: Carcinoma of the Colon: A Statistical Analysis, 


Surg., Gynec. & Obst. 84:669, 1947. 


most significant sign. Careful dissection 
of the lymph nodes in the surgical speci- 
men has become one of the major contri- 
butions of the pathologist to the prognosis 
(Table 2). Clearing of the specimen and 
dissection under transillumination of all 
lymph nodes (in the colon, an average of 
35, their number increasing with secon- 
dary infection rather than because of 
tumor infiltration) is, therefore, recom- 
mended.** The least that should be done 
is to make a histologic examination of rep- 
resentative lymph nodes near the tumor 
(as in the appendices epiploicae**® and 
near the edge of the operative specimen. 
The presence of lymph nodes is not neces- 
sarily an ominous sign, since lymphatic 
spread occurs primarily through tissue 
emboli lodged in the node, which inhibit 
further spread until the node is completely 
overwhelmed by carcinoma. Additional 
spread from the colon occurs through col- 
lateral channels. This makes further em- 
bolization slightly more difficult, espe- 
cially since spread from one node to an- 
other is not common.*t The number of 
tumorous lymph nodes is important. It 
has been recorded that if more than 
five nodes were involved, 15 per cent 
of the patients survived five years, in con- 
trast to 57 per cent survival if fewer than 
five nodes were involved.?® In addition, 
involvement of lymph nodes near the point 


of resection is more ominous than involve- 
ment of nodes near the tumor. Dukes has 
emphasized this by naming the latter 
group Grade C, and the former group 
Grade C, (Table 2). The four character- 
istics described, namely, the histologic 
appearance, the gross invasiveness, the 
venous involvement and the spread to 
lymph nodes, as a rule, parallel each other. 
Grade A reveals the least histologic ana- 
plasia and the least chance for lymphatic 
and venous spread. Grade B with venous 
involvement has about the same prognosis 
as Grade C. As a fifth criterion, the peri- 
neural spread has been emphasized.*° 

The most important metastatic site is 
the liver, which is involved in one-third 
to one-half of the fatal cases and in which 
a few metastases may be buried and be 
detected at autopsy only by accident. The 
lungs, the kidneys and even the bones are 
involved in about 10 per cent of the cases.° 

What lesions may precede carcinoma of 
the colon? 

The two most important colonic lesions 
that may develop into a carcinoma are 
polypoid adenoma and ulcerative colitis. 
However, by no means should every one 
of these lesions be considered precancer- 
ous. A polyp is any lesion which, covered 
by the mucosa, bulges forward into the 
lumen. Lesions in which the tumor origi- 
nates from the submucosa, either from its 
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connective tissue, from fat tissue or from 
other structures, should be differentiated 
from those in which the growth starts 
in the mucosal epithelium and which, in 
view of the glandular structures involved, 
deserve the term adenoma. These ade- 
nomas, smooth, lobulated or cauliflower- 
like, start with a focal, tumorous hyper- 
plasia.*® A hereditary factor is especially 
clear in polyposis, which is a mendelian- 
dominant predisposition to excessive 
erowth of the intestinal mucosa; many 
adenomas, usually sessile, are observed on 
a normal or diffusely hyperplastic mu- 
cosa.27 All authors agree that this lesion 
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has a high incidence of malignant degen- 
eration.*® 

Far more disagreement exists about 
the prognosis of the different types of 
isolated polyps. One subvariety is the 
papillary or villous adenoma, which, in 
contrast to the adenoma, is characterized 
by proliferation of the surface epithe- 
lium.?® It grows slowly, but it recurs 
readily and is usually sessile because of 
involvement of the surface epithelium of 
the surrounding mucosa. Histologically, 
carcinoma was observed in 69 per cent 
of the cases, either in the original tumor 
or in the recurrent lesion, and almost 40 


TABLE 2.—Percentage of Patients with Carcinoma of Colon (and Rectum) Surviving Five Years, 
Grouped According to Various Criteria of Malignancy 
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per cent of the growths became invasive, 
with a relatively high proportion of colloid 
carcinoma.*® This lesion, because of its 
potential malignancy, requires complete 
removal (if necessary, by resection). A 
more radical procedure is not indicated, 
since metastases to lymph nodes hardly 
ever occur until the mucosa is invaded. 
The other adenomas, more common in the 
male, increase with age and occur in about 
24 per cent of persons in the eighth 
decade,*° although they may occur in 
children.*! The incidence of malignant de- 
generation varies with the individual 
observer.** Malignant change does occur 
after removal of apparently benign pol- 
yps,** and therefore the adenoma, espe- 
cially if sessile, is considered premalig- 
nant.** Since most of them do not occur 
singly, removal of one hardly ever solves 
the problem. At present one can assume 
that, with time, each polypoid adenoma 
will eventually become malignant. As a 
rule, however, the life span is too short 
for this to occur. 

Although the adenomatous polyps are 
considered tumorous and not inflamma- 
tory,*° it is also true that carcinoma may 
follow ulcerative colitis, in which inflam- 
matory polyps appear in the mucosa in- 
tervening between the ulcers. The cause 
of ulcerative colitis is still undetermined. 
In the presence of a condition previously 
designated as nonspecific ulcerative colitis, 
a thorough bacterial investigation may de- 
tect pathogenic microorganisms as the re- 
sponsible offenders. Nevertheless, there 
still remain many cases in which none of 
the common pathogens can be demon- 
strated. The evidence for the primary 
etiologic role of the Bacillus diplococcus 
of Bargen*® and the Bacterium necro- 
phorum of Dragstedt*® is thus far not con- 
vincing. Although a multitude of proced- 
ures cause acute ulcer in experimental 
animals, chronic ulceration has not been 
consistently produced** (there have been 
some sporadic exceptions as with diplo- 
coccus of Bargen** or with mecholy]**). 
Much attention has lately been devoted 
to the enzyme lysozyme, which digests the 
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mucoid capsule of susceptible bacteria. It 
is widely distributed in nature and has 
been related in addition to peptic ulcers 
and ulcerative colitis, since it is present 
in the feces in high concentration in this 
disease, decreasing with clinical improve- 
ment.*® This enzyme injures the mucosa 
of the gastrointestinal tract, but it is still 
not established whether the injury is due 
to removal of the surface mucus.*! A 
large number of investigations** confirm 
the basic observations, but it is still prob- 
able that the rise in the lysozyme titre in 
the feces is a nonspecific phenomenon sec- 
ondary to inflammation or necrosis.*? The 
importance of allergy has been recognized, 
as well as that of psychic factors (such as 
emotional stress and fear), and the abil- 
ity of psychic factors to alter the appear- 
ance of exposed colon mucosa has recently 
been well demonstrated.** The early ulcers 
occur along the taenia coli, suggesting the 
importance of spasm of the longitudinal 
muscles. Pathologic analysis of this dis- 
ease,‘ which occurs more frequently in 
the sigmoid and descending colon than in 
the cecum, reveals local vasculitis as the 
basic lesion in 11 per cent of the cases 
and abscesses in the mucosal crypts in 
39 per cent, but fails to reveal the patho- 
genesis in the rest. At present, one may 
conclude with Palmer* that “ulcerative 
colitis is probably an inflammation of the 
bowel induced by known or unknown 
microorganisms with hypermotility of any 
type predisposing the mucosa to infection, 
promoting extension of the infection and 
increasing the inflammation.” 

Aside from the thorny problem of 
medical and surgical therapy for ulcer- 
ative colitis, the problem whether it de- 
velops into carcinoma more frequently 
and at a younger age is today still un- 
solved. Most of the statistical data sup- 
port this assumption, the average inci- 
dence of malignant degeneration being 
about 2 per cent, increasing with the dura- 
tion of the disease*® but depending some- 
what on the type of material studied 
(Table 3). However, a constantly dimin- 
ishing group, originally led by Ewing, 
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denies that this is more than coincidence 
and hypothesizes that the polyps associ- 
ated with ulcerative colitis are different 
from the adenomatous polyps which are 
considered pre-cancerous lesions.*° As 
Cattell and Boehme*? pointed out, the 
discrepancy is apparently due to the fact 
that only in protracted cases does carci- 
nomatous degeneration occur (an aver- 
age of nine years in their cases and seven- 
teen and six-tenths years in Bargen and 
Sauer’s cases).*® Long follow-up studies 
are, therefore, necessary to reveal the 
relation that is most important, because 
carcinomas developing from _ ulcerative 
colitis are, as a rule, of a high grade of 
malignancy. 

What lesions simulate carcinoma of the 
colon? 

First, the yellow carcinoid tumor, which 
usually originates in the submucosa or 
muscularis mucosae, causing the mucosa 
to bulge forward. It is composed of cord- 
like structures with occasional alveolus 
formation, and is not always argentaffine 
and chromafliine. Its origin is still un- 
settled. Carcinoid has been variously re- 
garded as a variety of ordinary carcinoma, 
as part of the paraganglionic system deriv- 
ing from the neural crest,*® as a basal cell 
tumor of the yellow cells of Kulschitzky or 
as a peculiar phase in the normal cycle of 
rejuvenation of epithelial cells.°° Though 
its sites of predilection are the appendix, 
the small intestine and the stomach, it does 
occur in the ileocecal valve (where it is 
benign, though obstructive), in the colon 
(where it produces carcinoma-like symp- 
toms), and in the rectum (where it is 
incidental and usually benign).*! Though 
histologically invasive, it metastasizes in- 
frequently except when it occurs in the 
upper part of the colon.*? There is usually 
a long period of survival even after metas- 
tases have developed. 

Lymphoblastoma (lympho - recticulum 
cell sarcoma or, rarely, Hodgkin’s disease) 
starts with patches and ends in a typically 
“garden hose” appearance of the intestine. 
The lymph nodes in the vicinity are often 
involved. Lymphoblastoma is rare in the 
colon (1 in 300 colonic carcinomas) ** and 
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TABLE 3.—Reported Incidence of Carcinoma in 
Cases of Ulcerative Colitis 


ees Number of 
Cases Percentage 


Author 


Patterson’ 4.02 
Gleckler and Brown? 3.8 
Bargen et al.* 

Cattell and Boehme‘ 
Lynn*® 

Metzner and Schaefer" 
Ricketts and Palmer’ 
Streicher*® 

Bokus’ 

Felsen and Wolarsky”’ 
Feder" 

Willard et al.” 
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3. Bargen, J. A.; Jackman, R. J., and Kerr, 
J. G.: Studies on Life Histories of Patients with 
Chronic Ulcerative Colitis, Ann. Int. Med. 12: 
339, 1938. 

4. Cattell, R. B., and Boehme, E. J.: Chronic 
Ulcerative Colitis Complicated by Carcinoma of 
Colon and Rectum, Surg. Clin. North America 26: 
641, 1946. 

5. Lynn, D. H.: Relationship of Chronic Lesions 
to Carcinoma of the Colon—Chronic Ulcerative 
Colitis; Collective Review, Internat. Obstr. Surg. 
21:269, 1945. 

6. Metzner, M. J., and Schaeffer, G.: Chronic 
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cations of Chronic Nonspecific Ulcerative Colitis, 
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8. Streicher, M. H.: Clinical Course of Chronic 
Ulcerative Colitis (based on 7,662 Proctoscopy 
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phia: W. B. Saunders Co., 1943. 
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Cases—Prognosis of Ulcerative Colitis, J.A.M.A. 
111:2078, 1938. 


is seldom diagnosed preoperatively except 
in the cases of children.** Radical excision - 
of an otherwise inoperable tumor, if tech- 
nically possible, offers a fairly good prog- 
nosis.*® 

Occasionally, a benign tumor may be 
mistaken for a carcinoma. Polypoid lesions 
are occasionally (especially in the cecum 
and ascending colon) lipomas or neuro- 
fibromas. Submucous lipomas*’ and leio- 
myomas*? are not frequent. Sarcoma- 
tous varieties of leiomyoma and lipoma are 
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curiosities, as is endometriosis of the 
rectosigmoid.*® 

A large number of specific and non- 
specific colonie inflammations may be mis- 
taken for carcinoma on the operating 
table, such as hyperplastic or fibrosing 
tuberculosis, amebiasis and even diverticu- 
litis ;°° the last-mentioned condition, how- 
ever, is more often confused with inflam- 
matory lesions like appendicitis. Diver- 
ticulitis occurs in about 5 per cent of 
persons above 40 years of age,*** with a 
relatively low incidence of serious compli- 
cations.©° Simple diverticulosis is extreme- 
ly common, but its cause is still not estab- 
lished. Senescence, with weakening of the 
walls around the blood vessels, is most 
often considered. Heredity seems to be im- 
portant.*! Diverticulosis of the colon de- 
velops in rats deprived of roughage in 
the diet.® 

What lesions may coexist with carci- 
noma of the colon? 

Another disease may be present simul- 
taneously with carcinoma of the colon. 
Lack of recognition of the latter during 
an operation may prevent success. Some 
examples are listed in Table 4. 

What inflammations of the colon are 
important ? 

In addition to tuberculosis, several 
specific inflammations have been empha- 
sized in recent years. Amebic colitis 
starts with lytic destruction of the sub- 
mucosa; the consequent breakthrough 
to the surface produces flask-shaped 
ulcers with narrow mucosal and wide sub- 
mucosal lesions. Subsequently, chronic 
ulcerative colitis similar to the nonspecific 
variety may develop and become a problem 
for the surgeon, especially if a tumorous 
picture results. Lesions due to lympho- 
pathia venereum are primarily located in 
the rectum, causing strictures.®? Histo- 
plasmosis and syphilis* rarely involve the 
colon. Appendiceal actinomycosis may ex- 
tend into the colon. The acute bacillary 
dysenteries present a surgical problem 
mainly in their differentiation from acute 
appendicitis. Regional ileitis (also a dis- 
ease of unknown cause), characterized by 
lymphatic obstruction, may also involve 
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the colon, and a subvariety of chronic 
ulcerative colitis has been described which 
is actually a form of regional ileitis local- 
ized in the cecum and ascending colon 
and even in the rectosigmoid.®* This re- 
gional segmental colitis®*’ also presents 
“skipped lesions”. Fever is the outstand- 
ing symptom; the prognosis is good, be- 
cause systemic complications are infre- 
quent. Whether simple ulcers of the 
cecum®® belong to this group is question- 
able. Chemical colitis, as produced by mer- 
cury and arsenicals or uremia, rarely rep- 
resents a surgical problem. Recently, ir- 
radiation colitis, primarily of the pelvic 
organs, has been repeatedly described. 
Abnormal fibroplastic and vascular 
changes, as well as scarring,” are followed 
by ulcers with perirectal fibrosis and ob- 
struction.*° Acute enterocolitis in the post- 
operative period, occurring as a result of 
shock, has recently been emphasized.” 

What is the relation of the colon to 
other organs? 

Fistulas produce short cuts that may 
eliminate part of the intestinal tract and 
thus present a grave nutritional problem. 
Carcinoma of the colon may produce gas- 
trocolic 7? or ileocolic™® fistula, as does car- 
cinoma of the stomach, both usually at 
an advanced stage of the disease. Fistulas 
may also be associated with a variety of 
diseases in the peritoneal cavity, such as 
abscess, tuberculosis, syphilis and trauma, 
but the most common cause is gastro- 
jejunal ulcer developing after a gastric 
operation.“ 

Some relations to distant organs are 
obvious. The severe anemia resulting from 
blood loss and absorption of toxic material 
is well known. Defects in intestinal ab- 
sorption may be associated with diseases 
of the colon, especially chronic ulcerative 
colitis, and cause general metabolic and 
nutritional disorders. Besides loss of pro- 
teins and minerals from the ulcers, asso- 
ciated injury to the small intestine may 
be responsible for the nutritional defects 
and for defective absorption of vitamin 
A®™ and dextrose.”® 

Of special interest is the interrelation 
between the liver and the colon. Hepatic 
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TABLE 4.—Examples of Lesions Associated with Carcinoma of the Colon 





Lesion 


Tuberculosis ; 
Acute appendicitis 
Diverticulosis 
Lymphopathia venereum 
Carcinoma of the stomach 








Author 


McLaughlin! 


Oren? 
Guzman? 
| Pemberton and Seefeld 





1. McLaughlin, E. F.: Carcinoma of the Cecum in Association with Acute Appendicitis, Am. J. 


Surg. 72:585, 1946. 


2. Oren, B. G.: Diverticulosis Coli with Co-existent Carcinoma of the Rectosigmoid: Report of 


Two Cases,.South. M. J. 40:304, 1947. 


3. Guzman, L.: Co-existence of Chronic Lymphogranuloma and Cancer, Radiology 41:151, 1943. 
4. Pemberton, J. deJ., and Seefeld, P. H.: Simultaneous Primary Carcinoma of the Stomach and 
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involvement in colonic disease is common. 
Cirrhosis or other evidence of hepatic in- 
jury in patients with ulcerative colitis” is 
due either to the associated malnutrition 
or to toxic or possibly bacterial substances 
reaching the liver. On the other hand, the 
old concept of intestinal toxemia or auto- 
intoxication’’ by bacteria and other in- 
jurious material emanating from the gas- 
trointestinal tract, which was originally 
discredited, has recently been revived as 
far as the liver is concerned. The liver 
of the dog contains intestinal bacteria 
regularly,’? whereas in man under normal 
circumstances their presence is still ques- 
tionable. It is probable that in the pres- 
ence of intestinal disease and some dis- 
eases of the liver®® intestinal bacteria may 
be found in the liver and even in the blood, 
and the transmural migration of radio- 
active B. coli has been shown recently.*! 
In this connection it is interesting that 
antibiotic treatment inhibiting the colonic 
flora may prevent experimental necrosis 
and cirrhosis of the liver*? and that the 
effect of aureomycin therapy on hepatic 
disease is at present explained by inhibi- 
tion of the colonic flora.** 

What is the influence of the nervous 
system on the colon? 

In recent years the role of the auto- 
nomic nervous system with regard to the 
colon has become a subject of major in- 
terest and is reflected in three phases of 


endeavor. One deals with the observation 
that emotions and other psychic stress 
may visibly alter the colonic mucosa; this 
was demonstrated recently in a most con- 
vincing fashion, on the mucosa of fistu- 
las.** In Germany the importance of histo- 
logically demonstrable changes of the 
autonomic nervous system in various dis- 
eases has recently been emphasized under 
the leadership of Stoehr.*! Proliferation of 
the local autonomic nervous fibers as 
demonstrated by specific stains has been 
considered the cause of some colonic 
polyps and of some forms of appendi- 
citis.*° In the United States, congenital 
megacolon (Hirschsprung) has been con- 
nected with alterations of the myenteric 
plexus; in contrast to secondary mega- 
colon, the plexus was found absent in the 
distal colon, even up to the ascending 
colon.*® 


SUMMARY 


The author’s review reveals that three 
problems are in the foreground of modern 
colonic pathology: (1) carcinoma, its in- 
cidence and prognosis, as well as the 
recognition of precancerous lesions; (2) 
inflammatory disorders, the cause of 
ulcerative colitis presenting the most 
thorny of these problems; and (3) the 
effect of other organs upon the colon and 
vice versa, with the liver and the nervous 
system commanding much interest. 
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RESUME 


L’auter rapporte lestrois problémes im- 
portants dans.la pathologie morbide du 
colon. 1. Le cancer, aver sa fréquence, 
sa gravité et aussi le dépistage au début. 
2. Les manifestations diverses des in- 
flammations aver leurs causes plus par- 
ticuliérement de la colite ulcéreuse. 3. 
L’intercorrélation du colon avec d’autres 
viscéres, v.g. le foie et le systéme nerveux. 


RESUMEN 


Se revelan tres problemas existentes en 
el fondo de la moderna patologia del colon: 
(1) carcinoma, su incidencia y significa- 
cién, asi como el reconocimiento de 


lesiones precancerosas; (2) las diversas 
manifestaciones y causas de los trastornos 
inflamatorios, siendo la causa de las colitis 
el mas arduo de estos problemas; y (3) 
el efecto de los otros 6rganos sobre el colon 
y viceversa, teniendo mucho interés con 
respecto al higado y el sistema nervioso. 


RIASSUNTO 


La rassegna dell’Autore mette in chiara 
luce che tre sono i problemi di primo 
piano nella mederna patologia del colon: 
(1) la frequenza e il significato del carci- 
noma del colon, e relativa identificazione 
delle lesioni precancerose; (2) le cause 
e le manifestazioni varie delle malattie 
infiammatorie, con speciale riguardo al 
pit spinoso di tali problemi: la causa 
della colite ulcerosa; (3) le relazioni 
reciproche fra il colon e gli altri organi, 
specialmente il fegato ed il sistema 
nervoso. 

SUMARIO 


A revisao do autor revéla que tres 
problemas existem no terreno da moderna 
patologia do colon: (1) Carcinoma, sua 
incidencia e significado, tao bem como o 
reconhecimento de lesdes pre-cancerosas. 
(2) As varias manifestacdes e causas de 
desordens inflamatorias, a causa da colite 
ulcerativa sendo o mais espinhdso desses 
problemas; e (3) O efeito de outros orgaos 
sobre o colon e vice-versa, com o figado 
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e 6 sistema nervdso dominando em in- 


teresse. 
ZUSAM MENFASSUNG 


Der Bericht des Verfassers zeigt, dass 
drei Probleme im Vordergrund der mo- 
dernen Pathologie des Dickdarms stehen. 

1. Das Karzinom, seine Haeufigkeit, 
seine Bedeutung und die Erkennung prae- 
kanzeroeser Erkrankungen. 

2. Die verschiedenen Formen und Ur- 
sachen entzuendlicher Veraenderungen, 
wobei die ulzerative Kolitis das _hart- 
naeckigste Problem darstellt. 

3. Der Einfluss anderer Organe auf 
den Mastdarm und umgekehrt, wobei die 
Leber und das Nervensystem das groesste 
Interesse einnehmen. 
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The Repair of Secondary Cleft Lip and Nasal Deformity 
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mary repair of cleft lips has re- 

ceived much consideration, and there 
has been outstanding progress in this field. 
Mirault in 1844 presented his flap opera- 
tion, which for the first time satisfac- 
torily corrected the deficiency of vermilion 
border for the pouting lip. Since then this 
procedure has been modified and im- 
proved by a number of surgeons, evolving 
into the methods in general use today. 
Recent contributors in this connection in- 
clude Blair and Brown, LeMesurier and 
Steffensen. 

The most satisfactory correction of 
cleft lip generally is obtained at the ini- 
tial repair. When the indicated procedure 
is skillfully executed by an experienced 
surgeon, the best repair possible should 
result; however, as every surgeon has ob- 
served, the majority of these patients, 
even those who receive the most expert 
primary repair, require correction later 
of secondary labial and nasal deformities 
of varying severity. Failure to secure a 
pleasing surgical result is most often due 
to improper apposition of the parts, ex- 
cessive trauma to the tissues, acute post- 
operative inflammatory reaction or the 
development of hypertrophic scarring. 
Other occasional factors include improper 
selection of the surgical procedure, inex- 
perience of the surgeon, lack of prepara- 
tion of the patient for surgical measures 
and inadequate postoperative manage- 
ment. 

Whatever the cause of secondary de- 
formity of the lip and nose may be, the 
general effect on different patients is 
likely to be similar. Such disfigurements, 
if they continue beyond early childhood, 
tend to produce considerable embarrass- 
ment, profound psychic disturbances and 


[mary the past century the pri- 


From the Section of Plastic Surgery and Laryngology, 
Mayo Clinic, Rochester, Minnesota. 

Read at the Sixteenth Annual Assembly of the United 
States Chapter, International College of Surgeons, Chicago, 
Sept., 1951. 

Submitted for publication Oct. 5, 1951. 


social and economic problems. Only infre- 
quently does one encounter a person with 
a deformity of this type who is sufficiently 
extroverted to be unaffected psychically 
by his misshappen features. 

Secondary cleft lip and nasal deformity 
are so familiar to all plastic surgeons that 
they require little elaboration. Most fre- 
quently encountered are those resulting 
from inaccurate apposition of _ skin, 
muscle and mucous membrane. Commonly 
seen are irregularity of the mucocutaneous 
border, cushioning or puckering of one or 
both sides of the lip caused by retraction 
of muscle, notching of the lip border, flar- 
ing, flattening and asymmetry of the 
nostril, lateral deviation of the entire 
nose, retrusion and depression of the alar 
cartilage on the affected side, asymmetry 
of the vermilion border with deficiency on 
one or both sides and distortion due to 
hypertrophic scars. Excessive vertical 
lengthening and transverse shortening of 
the lip also occur frequently, and there 
may be lateral scarring due to the ill-ad- 
vised use of wide retention sutures. In 
addition, the lip may be flattened and 
retruded because of lack of development 
of the alveolus, and there may be fixation 
from scar attachments to the alveolar 
process. 

The correction of secondary cleft lips 
and nasal deformities often presents an 
extremely difficult plastic surgical prob- 
lem, but generally this matter has re- 
ceived less consideration than has the ini- 
tial repair. In some of the cases slight 
deformity can be corrected readily by one 
who has had only limited experience in 
this field. Disfigurements of greater de- 
gree, however, especially those that have 
previously been repaired repeatedly, are 
likely to demand the utmost skill, judg- 
ment and perseverance of the experienced 
plastic surgeon. Satisfactory cosmetic and 
functional improvement generally is ob- 
tainable in these cases, and the results 
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well justify the effort required. Some of 
the corrective procedures required can be 
performed with the region under local 
anesthesia, but the majority of them re- 
quire general and preferably intratracheal 
anesthesia. 

In the simplest cases secondary repair 
may involve little more than revision of 
the scar on the lip; however, readjust- 
ments about the nostrils and vermilion 
border usually are needed also, for gen- 
erally the nostrils are asymmetric and 
there is notching of the lip border and 
thinning of the lip along the operative 
sear. For correction of such deformities 
the points to be approximated are marked 
in dye on the mucocutaneous border and 
just below the nostril, beyond the vertical 
scarring. The lip is then cut through en- 
tirely, and parings of the required thick- 
ness to remove the scar are made along 
the margins of this wound. These are left 
attached at the vermilion border until the 
upper part of the wound has been sutured, 
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Fig. 1.—Method of repairing simple postopera- 
tive cleft lip with notching of vermilion border. 
Vertical incision entirely through the lip with 
curved paring on either side wide of the opera- 
tive scar (a). Parings are left attached at ver- 
milion border (b). Wound, sutured (c). 
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in order to guard against possible de- 
ficiency of the vermilion border (Figs. 
1 and 2). Lack of vermilion on either 
side is corrected by the surgeon’s incising 
the labial fold and advancing and rolling 
out the mucous membrane as the wound 
is sutured. Perforation through the labial 
fold into the nasal vestibule is present at 
times, and this usually is readily repaired 
as the mucosal flap is advanced. At the 
same time, any difference in the level of 
the alae is corrected with the initial muscle 
suture. 

Asymmetry of the nostrils with rota- 
tion of the axis, flaring and flattening of 
the ala, and recession and drooping of the 
tip on the involved side commonly accom- 
pany cleft lips. Generally, widely free- 
ing the lip and the adjacent part of the 
cheek from their bony attachments will 
permit rotation of the long axis of the 
nostril into a vertical position symmetrical 
with that of the opposite side; however, 
it may be necessary to extend the incision 
in the lip along the entire length of the 
columella and even completely around the 
border of the ala in order to accomplish 
this rotation. Excision of a segment from 
the floor of the nostril is indicated if nar- 
rowing is required. 

When the nostril is not widened but un- 
ilateral recession and drooping of the tip 
are present, the alar cartilage on the in- 
volved side is exposed through a double 
curved incision extending along the free 
border of the ala and beneath the nasal 
tip. From the point of union of these 
curved incisions an extension is carried 
back along the border of the columella to 
permit complete mobilization of the mesia! 
crus of the alar cartilage. This cartilage 
is then brought well forward and upward 
and sutured in overcorrection to the op- 
posite ala and the septum with silk. Often, 
because of this overcorrection and the fact 
that the lower ends of the nasal bones 
commonly deviate to the normal side, a 
depression will develop just above the tip 
of the nose on this side. As a rule inser- 
tion of a graft of preserved costal car- 
tilage will correct this satisfactorily. The 
skin is then reapproximated to the ante- 
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Fig. 2.—Postoperative cleft lip (a). Result following correction (b) by the procedure illustrated in 
Figure 1. 


rior and lateral aspects of the alar car- 
tilage with silk mattress sutures, which are 
passed entirely through the ala and tied 
over cotton pledgets on the cutaneous sur- 
face. Redundancy of skin along the mesial 
or anterior border of the columellar-alar 
incision may rarely necessitate excision 
of a small triangular segment (Figs. 3 
and 4). 

As has just been mentioned, a varying 
degree of deviation of the nasal bones to 
the normal side is commonly associated 
with these secondary deformities. Marked 
septal deflection also is often present. Cor- 
rection of these conditions necessitates 
submucous resection of the nasal septum 
and fracturing and repositioning of the 
bony structures. Pronounced convexity of 
the nasal ridge and extreme hypertrophy 
of the lateral crus of the alar cartilages 
may be present. When these conditions 
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exist, the usual intranasal rhinoplastic 
corrective procedures are indicated. 
Recession and flattening of the upper 


Fig. 3.—Repositioning of displaced and distorted 

alar cartilages in secondary cleft lip and nasal 

deformity. The illustration shows (a) incisions 

for exposing alar cartilages; (b) displaced alar 

cartilage exposed and mobilized; (c) repositioned 

alar cartilage sutured to that of the opposite side 
and to the septum. 
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Fig. 4.—Severe secondary cleft lip and nasal deformity (a), with retrusion and scarring of the lip, 

also distortion of the nostril and deviation of the entire nose. Result (b) following revision of the 

scar together with advancement of the lip by skingrafting the labial fold and use of a prosthesis. 

The nasal deformity was corrected by the procedure shown in Figure 3 combined with fracture and 
repositioning the nasal bones. 


lip occur frequently in cases of double 
cleft lip and palate in which the pre- 
maxilla has been set back forcibly, espe- 
cially after removal of a segment from 
the vomer. It may occur in cases of un- 
ilateral harelip and cleft palate in which 
the alveolus has failed to develop properly 
after repair or in which the lip is densely 
scarred to the gingiva. The tissues of the 
lip may or may not be deficient. When 
they are adequate and freely mobile, it is 
often distinctly advantageous to extract 
the retruded malpositioned upper anterior 
teeth and fit the patient with a prosthesis. 
In our experience this method of dealing 
with the dental problem often is decidedly 
preferable to protracted orthodontic cor- 
rection, because of the tendency for the 
teeth to shift back to their original posi- 


tion after removal of the orthodontic 
appliance. Moreover, in some instances 
the palatal cleft tends to reopen as a re- 
sult of the force applied to move the teeth 
into proper position. When the lip cannot 
be advanced because of lack of mucous 
membrane on its inner surface, particu- 
larly in the labial fold, correction fre- 
quently can be effected by the insertion 
of a skin graft to deepen the fold and to 
mobilize the lip so that a prosthesis can 
be fitted properly. In a case of this type 
incision through into the floor of the nasal 
fossa is sometimes necessary. When this 
is true, permanent perforation may occur. 
Although perforation should be avoided 
if possible, the prosthesis usually will af- 
ford satisfactory closure. Since a palatal 
defect often is already present, creation 
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of an additional opening is not of too 
serious moment. The prosthesis not only 
furnishes support for the lip, holding it 
well forward in proper position, but 
renders mastication possible by supply- 
ing teeth that occlude with the lower 
teeth. The cosmetic improvement produced 
by such an application is striking. 
Shortening of the columella is common 


\ 


s 
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after repair of bilateral cleft lip. The star 
flap advancement procedure described by 
Blair is one of the most effective methods 
of overcoming this difficulty; however, in 
most instances I prefer a modified col- 
umella-lip flap for this purpose, without 
the lateral segments of the star flap. This 
flap may extend from its attachment at 
the tip of the nose along the length of the 


ity 


— 


S 


Fig. 5—Advancement of columella-lip flap for lengthening the nasal columella. Flap outlined on lip 

and columella (a and b). Flap advanced to lengthen columella and relieve traction on nasal tip (¢ 

and d). Wound sutured (e). (In most cases the lip is too short laterally after this procedure and a 
flap must be transferred from the lower lip for correction.) 
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columella to its base and thence to the 
mucocutaneous border of the lip. It in- 
cludes the full thickness of the columella 
and may extend through the lip to the 
mucosa but does not include the mucous 
membrane. Within the nasal vestibules the 
incisions extend to the inferior border 
of the superior lateral cartilages, and at 
times well out along these, to afford free 
mobilization so that satisfactory advance- 
ment and elevation of the retracted tip 
can be effected. Practically all of the 
columella-lip flap is utilized for lengthen- 
ing the columella. Any remnant may be 
severed at the base of the reconstructed 
columella or turned down at the nasolabial 
fold to form the upper part of the phil- 
trum if desired. Usually then the nasal tip 
can be advanced to the desired extent 
without difficulty, since the traction on 
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it has been completely released. 

At times the tissues of the upper lip, 
with wide undercutting, are adequate for 
closure of the defect resulting from re- 
moval of the flap; however, in most cases 
it is preferable to incise through the re- 
maining thickness of the lip and use a 
flap from the lower lip for repair, since 
the lip usually is too short transversely. 
The flap from the lower lip may be a 
truncated wedge or it may be W-shaped. 
If it is W-shaped, the two pointed ends 
can be used for repair of any deficiency 
in the floor of the nasal vestibules. If the 
patient does not have a tendency toward 
hypertrophic scars, the cicatrix on the 
lower lip resulting from use of a flap of 
this type usually is comparatively incon- 
spicuous (Figs. 5 and 6). 

Lack of vermilion in cases of secondary 


Fig. 6.—Marked secondary cleft lip and nasal deformity (a), with convexity of the nasal ridge and 
shortening of the columella. Correction (6) by intranasal rhinoplastic procedure, use of columella- 
lip flap and transfer of flap from lower to upper lip to equalize length of these structures. 
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Fig. 7—Method of increasing the fullness of the vermilion border by advancing and rolling out the 
mucous membrane of the lip and cheeks. Incision (a) extending from the midmolar region on one 


side to a corresponding point on the opposite side. 


Sutures closing the wound (6) are inserted 


obliquely in order to advance the mucosa. The advanced and rolled-out mucous membrane is held in 
its new position by mattress or quilting sutures (c and d), which pass entirely through the lip and 
are tied over cotton pledgets on the cutaneous surface. 


cleft lip often is difficult to correct satis- 
factorily. The procedure I have been using 
with increasing frequency for this purpose 
usually yields highly satisfactory results. 
It consists in widely freeing the mucous 
membrane which lines the entire lip and 
the anterior portion of the cheeks. This is 
done through an incision extending along 
the buccal fold from the middle or poste- 
rior part of the molar region on one side 
to a corresponding point on the other. 
Separation of the mucosa is carried down 


to the vermilion border of the lip to per-. 
mit its being rolled out along the ver- 
milion border. If no defect of the cuta- 
neous surface of the lip exists, no external 
incision is required for this procedure. 
Often the operation is combined with cor- 
rection of a deformity of the lips that 
necessitates incision all the way through 
the lip, but, as noted, it can be utilized 
entirely independently. The mobilized 
mucosa of the lips and cheeks is then 
brought forward and at the same time 
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rolled out along the vermilion border to 
produce the desired fullness. With this 
method it is possible in most cases to pro- 
duce a full, pouting red border of the lip. 
The advanced and rolled-out mucosa is 
maintained in its new position by reap- 
posing it to the overlying muscle and 
cutaneous layers by means of fine silk 
quilting or mattress sutures. The sutures 
pass entirely through the lip and are tied 
over cotton pledgets on the surface of the 
skin (Figs. 7 and 8). 


SUMMARY 


Secondary cleft lip and nasal deformity 
occur in a high percentage of cases, re- 
gardless of the skill and care with which 
primary repair is done. A review is pre- 
sented of the procedures that the author 
has found most effective for their cor- 
rection. 
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Fig. 8.—Irregular and deficient vermilion in secondary cleft-lip deformity (a). Result (b) after 
correction by the method shown in Figure 7. 


RESUME 


Une récidive d’un bec de liévre aved 
déformation nasale survient dans un fort 
pourcentage de cas opérés, nonobstant la 
dextérité et la précaution du chirurgien. 
L’auteur présente une nomenclature des 
divers procédés qui lui ont donné le plus 
de satisfaction. 

RIASSUNTO 


Deformita nasali e labbri leporini re- 
cidivano in un’alta percentuale di casi, 
indipendentemente dalla abilitaé e dalla 
accuratezza con cui era stata eseguita la 
plastica per la malformazione primitiva. 
Viene presentata una rassegna dei meto- 
di che nell’esperienza dell’Autore si sono 
dimostrati pitt efficaci nella correzione 
delle suddette lesioni. 
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RESUMEN 


Labio leporino secundario y deformidad 
nasal ocurren en un alto porcentaje de 
casos, a pesar de la habilidad y cuidado 
con que se haya efectuado la reparacion 
primordial. Se revisan los procedimien- 
tos que el autor considera efectivos para 
su correccion. 


ZUSAM MENFASSUNG 


Sekundaere Hasenscharten und Nasen- 
deformitaeten treten in einem hohen Pro- 
zentsatz der Faelle auf, gleichgueltig wie 
eeschickt und sorgfaeltig die ursprueng- 
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liche Operation ausgefuehrt wurde. Es 
wird ein Ueberblick ueber die jemigen 
Behandlungsverparen zu ihrer Behand- 
lung gegeben, die der Verfasser fuer die 
wirksamsten haelt. 


SUMARIO 


Labio leporino secundario e deformidade 
nasal ocorrem em uma alta percentagem 
de casos, nao obstante a habilidade e 
cuidado com o qual a reconstrucao pri- 
maria é praticada. Uma revisao é apresen- 
tada dos processos que o autor tem achado 
mais efetivos para sua correcao. 
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Uterine Bleeding: Its Significance 
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INCE time immemorial the problem 
S of uterine bleeding has been present 

with womankind. As is well known, 
the condition is mentioned in the Bible. 
From minor aberrations in the normal 
menstrual cycle to severe and even some- 
times fatal hemorrhages, the lives of 
women have been continually beset with 
episodes of abnormal uterine bleeding. 


There are many ways of classifying 
uterine bleeding. Generally speaking, 
bleeding may be placed in two main 
groups according to whether they have 
(1) a physiologic or (2) a pathologic 
origin. Bleeding due to endometriosis, 
functional uterine bleeding, hydatidiform 
mole, and chorionepithelioma are a few 
types that may arbitrarily be placed in 
either of the categories or in a group by 
itself. For simplicity, however, these will 
be placed in subdivisions of uterine bleed- 
ing on a physiologic basis (see opposite 
page). 

Normal uterine bleeding begins as one 
of the manifestations of puberty. The 
average age of onset of the first men- 
strual period, the menarche, has been de- 
termined as slightly less than 14 years 
(13.9 years).! It is at this time that the 
juvenile ovaries, under the stimulation of 
the follicle-stimulating hormone of the 
anterior pituitary gland, become active 
and produce proliferation of the endo- 
metrium. On subsequent rupture of the 
follicle, luteinization of the follicular 
epithelium occurs under the hormonal con- 
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trol of the anterior lobe of the pituitary 
gland, with ultimate menstruation occur- 
ring when the levels of estrogen and 
progesterone are decreased owing to the 
exhaustion of the corpus luteum. 

The normal menstrual period becomes 
adjusted, to a certain extent, before many 
months have passed. The adolescent and 
later the adult woman becomes regulated 
to her own menstrual cycle, which is nor- 
mal for her. This may vary from twenty- 
three to thirty-three days, but the almost 
universal constant in various cycles has 
been shown to be the period of fourteen 
days from the time of ovulation to the 
beginning of menstruation. The amount 
of uterine bleeding has also a wide range 
of normality, but the normal average is 
approximately 50 cc. for one menstrual 
period. The significance of menstruation 
must be hereby evident. Each month, in 
the normal woman, the uterus goes 
through preparatory efforts to be an ideal 
bed for the nesting and nourishment of 
an ovum of pregnancy, if one should ar- 
rive. If pregnancy does not occur, the 
endometrium is sloughed off and menstru- 
ation occurs as usual. 

In the past it was assumed that endo- 
metrial hyperplasia, irregular intermen- 
strual bleeding and functional uterine 
bleeding were linked together. Now, how- 
ever, it is known that functional bleeding 
may occur from nonhyperplastic endo- 
metrium. Hyperplasia of the endometrium 
occurs in the presence of an excessive 
amount of stimulation from estrogens 
over a long period in the absence of 
progesterone, and more or less implies 
the occurrence of an anovulatory men- 
strual cycle. In this type of cycle, charac- 
teristically, the ovary has no corpus lu- 
teum and has either one large follicle cyst 
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or a large number of smaller cysts, more 
or less the same size and capable of produc- 
ing a considerable quantity of estrogen. 
Large quantities of cystic formations are 
observed on microscopic examination of 
this endometrium, giving the character- 
istic “Swiss cheese” pattern. The cause 
of bleeding from hyperplastic endometri- 
um is not definitely known, but it is 
thought that there is some relation be- 
tween the bleeding and the occurrence of 
necrotic change in the blood vessels of the 
endometrium. 

Functional bleeding cannot be given a 
definition that would fitly describe all of 
its manifestations. Novak? stated that in 
more than half of the cases it is en- 
countered in the so-called menopausal 
years (the fifth decade of life). Never- 
theless it is often seen at the extremes 
of life, occurring in about 10 per cent of 
cases during the adolescent period. Ap- 
parently, functional bleeding may be 
e‘ther ovulatory or anovulatory. Very 
little is known about the former type, 


and only speculation is available as to an 
explanation. The actuality of this type is 
demonstrated by the occasional demon- 
strable presence of secretory, progesta- 
tional changes in the endometrium. The 
physiologic basis of functional uterine 


bleeding is uncertain; it has been stated 
that the cause is rarely in the ovaries, but 
more often in the anterior lobe of the 
pituitary and occasionally in the thyroid 
gland.® 

Uterine displacements, particularly 
those associated with or following preg- 
nancy, frequently affect menstrual bleed- 
ing. The more severe the displacement, the 
more likely is the added complication of 
bleeding due to local trauma to the cervix 
and uterus. This complication may be ap- 
preciated in the case of bleeding due to 
the cervical erosion and ulceration asso- 
ciated with severe procidentia. The bleed- 
ing here is chiefly from the local trauma 
to the cervix caused by constant or inter- 
mittent friction of closely fitted garments. 

Endometriosis occurs when portions of 
the endometrial wall or fallopian tubes 
are sloughed and, through reverse men- 
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Bases of Uterine Bleeding 
Physiologic 


In nonpregnant women 

Normal bleeding 
Endometrial hyperplasia 
Irregular intermenstruations 
Functional uterine bleeding 
Uterine displacements 
Cervical erosion 
Endometriosis 
Miscellaneous disturbances 
In pregnant women 
Implantation bleeding 
Threatened abortion 
Retention of gestation products and in- 
complete abortion 

Placenta praevia 

Abruptio placentae 
Postpartum bleeding 
Subinvolution 

Ectopic pregnancy 
Hydatiform mole 

10. Chorionepithelioma 


Pathologic 


a dt eat dS dl oe 


OAS IR yopors 


Infections 
1. Cervicitis and cercival stenosis 
2. Endometritis 
3. Salpingitis 
4. Oophoritis 
Neoplasms, benign 
1. Polyps 
2. Fibromyomas 
3. Ovarian Cysts 
Neoplasms, malignant 
1. Carcinoma of cervix and fundus 
2. Sarcoma of cervix and fundus 


strual flow, become free cells within the 
abdominal cavity. There the cells become 
implanted‘ on the ovaries, ligaments, cul- 
de-sac, abdominal wall, ete., and often 
behave as independent units; in other 
words, they undergo cyclic changes in the 
same manner as does the uterus, but at 
times may be different from the regular 
time for menstrual flow. There are other 
ideas as to the origin of the endometrial 
tissue, but these do not concern us here. 

It can be seen how disconcerting it may 
be to have hormones liberated from two 
or three different sources, all of which’ 
act independently and cause irregular 
bleeding. Other causes of uterine bleeding, 
extremely rare indeed, will be mentioned 
only for documentation. They include 
blood dyscrasias, ill-fitting pessaries, al- 
tered sensitivity of the coiled arterioles 
of the endometrium, and possibly psychic 
emotional] disturbance. 

Bases of Uterine Bleeding in the Preg- 
nant Woman.—With the fertilization of 
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the ovum, there comes the necessity of 
implantation if the pregnancy is to take 
place and reach completion. The fertilized 
ovum, once it has reached the location of 
compatible surroundings, usually the 
uterus, is located in a nesting place. In 
connection with this process there is not 
infrequently a slight destruction of tissue 
continuity, sufficient to allow the egress 
of a small amount of blood. This stains 
the mucosa within the uterine cavity and 
thereby imparts a reddish color to the 
cervical canal.® 

Assuming the implantation to have been 
completed, irregular vaginal bleeding is 
frequently encountered during the re- 
mainder of the pregnancy, owing to in- 
stability of the pregnancy and threatened 
abortion. This bleeding may be intermit- 
tent and may cease, may be a single oc- 
currence with termination, or may termi- 
nate in either case in a complete or an 
incomplete abortion. Whatever may be the 
outcome, an explanation of the cause is 
rarely satisfactory to either the patient 
or the physician. The significance of such 
bleeding can, in reality, be of little moment 
except to indicate the process. Repeated 
abortions in the same woman makes one 
search for the existence of concomitant 
disease or physiologic disturbance. Sev- 
eral days after delivery of either the pre- 
mature or the mature fetus there may 
occur bleeding, which is often severe and 
is probably due to retention of placental 
tissue. Postpartum extravasation of blood 
due to necrosis of residual placental tissue 
is cause for immediate alarm and will 
cease as soon as old tissue has been re- 
moved and the uterus treated. 

In a study of 107 cases of uterine bleed- 
ing in the biopsy clinic of the Hillman 
Hospital, Birmingham, Alabama, 15 pa- 
tients, or 14 per cent, retained placental 
tissue or secundine, which accounted for 
the bleeding.® 

Hemorrhage prior to, or during, the 
first stage of labor is most frequently due 
to one of the types of placenta praevia. 
This occurs once in approximately 200 
labors and appears to be directly affected 
by multiparity, rapidity of pregnancy, 
and so-called endometritis. In the pres- 
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ence of placenta praevia, according to 
Morton,’ the area most frequently covered 
is the cervix, with practically no decidual 
reaction taking place beneath the placenta. 
Morton also noted a circular sinus at 
about the level of the internal os of the 
cervix which marks the limits of upper 
and lower segments late in labor. He 
therefore attributed antepartum bleeding 
to the incorporation of a portion of the 
placenta into the lower segment at that 
time. 

The bleeding associated with abruptio 
placentae is due to premature separation 
of the normally implanted placenta. This 
bleeding may be to the outside, or behind 
the placenta and therefore concealed, or 
it may be a combination of the two. This 
process had been surmised to be due to a 
variety of factors, from trauma to vitamin 
E deficiency. Too, weakening changes in 
the arterioles have been described, similar 
to the arteriolar changes associated with 
toxemic conditions. 

Postpartum bleeding may vary from 
the normal amount of blood loss to rapid 
and terminal exsanguination. Various con- 
tributing elements exist, such as multi- 
parity, prolonged labor, a large fetus, 
manipulatory. procedures, traumatic de- 
livery, blood dyscrasias, etc., to name only 
a few. The greatest significance of post- 
partum bleeding is the appreciation of the 
severity of maternal hemorrhage at that 
time, not only in light of the immediate 
complications but also in the possible 
latent effects from pituitary ischemic 
necrosis. 

Subinvolution sometimes is character- 
ized by sudden profuse hemorrhage, with 
autolysis of the decidua and excessive in- 
dividual muscle cells. For necessary in- 
volution, there must be a great decrease 
in the blood supply to the uterus, which 
can only come about through satisfactory 
contraction and regression of the organ. 
Hence, bleeding and subinvolution indicate 
the failure of proper uterine contractions 
and regression. 

Ectopic pregnancy practically always 
occurs within the fallopian tubes. Al- 
though the postponement of the menstrual 
period is the same as it is in implantation 
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within the uterine cavity, the outlook is 
widely different. The ability of the preg- 
nancy to progress is limited by the vas- 
cularity of the region as well as by the 
elasticity of the tube at that point. So 
long as the tube can continue to expand, 
just so long will the menstrual flow be 
held in abeyance. When the size of the 
developing embryo becomes incompatible 
with its surroundings, the embryo will 
die and be absorbed, the tube will 
rupture and the embryo will be extruded 
into the peritoneal or uterine cavity, the 
tube remaining more or less intact. When 
uterine bleeding occurs in the presence 
of an ectopic pregnancy, it is prima facie 
evidence that the embryo has died and 
that the activity of the placental villi is 
not sufficient to maintain the uterine 
decidua as such. 

In one pregnancy out of a thousand one 
will encounter a disturbance in the cir- 
culation of the chorionic villi, giving rise 
to what is called the hydatiform mole. 
The pathologist will see a complete or 
partial vesicular type of degeneration of 
the placenta in which grapelike clusters 
rest on the chorionic membrane.’ A diag- 
nosis of the mole can be established def- 
initely only by passage of a portion of 
the mole. Uterine bleeding due to this 
mole occurs in the early months of preg- 
nancy, usually in the first three. Continued 
bleeding after the passage of a mole later 
than the fourth or the fifth month is 
highly indicative of a malignant chorione- 
pithelioma, of which there is a 10 per cent 
incidence among hydatiform moles. 

Chorionepithelioma may occur at any 
age during the childbearing period, but 
it is thought to be relatively more fre- 
quent after the fortieth year. Except in 
association with teratomas it always fol- 
lows either an intrauterine or an extrau- 
terine pregnancy or a hydatiform mole 
. . . the latter being the true cause in 
nearly 50 per cent of cases. Only about 
10 per cent of moles, however, are fol- 
lowed by malignant tumor.® Clinically, in 
a few cases, bleeding may occur in the 
latter part of the puerperium and may 
be the first sign of the existence of the 
tumor. Bleeding is usually lacking, how- 
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ever; if it occurs, it is usually a late sign 
and has not too much significance for 
either the physician or the patient. 

Uterine Bleeding of Pathologic Origin. 
—Infection as a Basis of Uterine Bleed- 
ing: Cervicitis is not infrequently ob- 
served as an underlying cause of uterine 
bleeding on the basis of a chroni¢ inflam- 
matory process which develops an ab- 
normally vascular bed of soft granulation 
tissue and bleeds easily on contact. Trich- 
omonas hominis infestation also produces 
a tender and vascular field that bleeds 
easily on trauma.? 

Endometritis per se is probably never 
severe enough to cause any degree of 
uterine bleeding. When such bleeding does 
occur it is practically always in conjunc- 
tion with abnormal metritis. Tuberculosis 
of the endometrium will occasionally cause 
moderate bleeding, but this bleeding is 
not consistent enough to be counted as a 
diagnostic sign. In practically all cases 
of tuberculosis of the endometrium there 
is accompanying tuberculosis of the tubes. 

Oophoritis, usually chronic, has been 
named as a causative process in cases of 
abnormal uterine bleeding. In fact, Huff- 
man’ listed acute pelvic infection, resid- 
uals of pelvic infection, adherent ovaries, 
tubo-ovarian inflammatory masses, and 
pelvic adhesions as etiologic agents in 
functional uterine bleeding. The mechan- 
ism involved is thought to be related to 
malposition of the ovaries due to ad- 
hesions, ete., which results in an em- 
barrassed blood supply and a thickened 
tunica albuginea. This thickening prevents 
normal rupture of the follicle cyst with 
its subsequent development of the corpus 
luteum, and therefore a deficiency in the 
luteum hormones. 

Benign Neoplasms Causing Uterine 
Bleeding: Benign neoplasms of varied 
types frequently cause bleeding. Indeed, 
with the exception of fibromyomas and 
malignant neoplasms, benign polyps of the 
cervix and endometrium cause most bleed- 
ing. Significantly, the cervical polyp 
causes spotty bleeding, which is inter- 
menstrual and is brought on by exertion 
or by coitus. The spotty, postcoital bleed- 
ing is quite like the bleeding of an early 
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carcinoma, and the discernment of a 
cervical polyp should be a great relief to 
the physician. Endometrial polyps are 
usually asymptomatic until they reach 
such a size or location that they become 
ulcerated and necrotic and give rise to 
bleeding. 

Fibromyomas also are associated with 
abnormal uterine bleeding. This is espe- 
cially true of the submucous type of tu- 
mor. Understandably, this type of fibroma 
may become ulcerated from pressure or 
attrition and may then become secondarily 
infected and necrotic. When fibromyomas 
are encountered, the possibility of a con- 
comitant malignant tumor must not be 
forgotten. This is particularly significant 
because fibroids reach their highest inci- 
dence in the age group just prior to that 
approaching the menopause. If they do 
not occur prior to the menopause, it is 
unlikely that fibroids will develop after 
the menopausal drop in circulating estro- 
gens has occurred. 

Ovarian neoplasms of almost any type 
may at times cause uterine bleeding. How- 
ever, the proportionate incidence of bleed- 
ing is greater in cases in which the tumor 
is characterized by the production of 
estrogens. Rhodes'! reported 5 cases of 
granulosa cell tumor of the ovary in which 
the menopause was premature. In addi- 
tion to these cases he recorded others to 
give him a total of 21. The patients in 9 
of these cases had experienced amenor- 
rhea followed by remenstruation. All of 
Rhodes’ patients were adults of menstrual 
or postmenopausal age, and only 2 of the 
tumors were malignant. 

Malignant Neoplasms Causing Uterine 
Bleeding: Carcinoma of the cervix uteri 
is by far the most important cause of 
uterine bleeding from the standpoint of 
its life-and-death significance to the pa- 
tient. It is extremely significant that the 
bleeding is spotty and occurs most fre- 
quently while the patient is still within 
the reproductive years. The most discour- 
aging fact in this connection is that the 
patient delays consulting her physician. 
If every patient waited until bleeding 
occurred to present herself for examina- 
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tion, there would not be nearly as good 
surgical salvage as there is even now. If 
the neoplasm is intracervical, bleeding is 
apt to be even later in appearance, owing 
to the more protected position of the 
tumor.!* 

As to the frequency of occurrence of the 
various types of carcinoma, the order is 
(1) squamous cell carcinoma of the cervix, 
(2) adenocarcinoma of the corpus uteri 
and (3) adenocarcinoma of the cervix. 
From the standpoint of malignancy, how- 
ever, the order would be (1) adenocarci- 
noma of the cervix, (2) squamous cell 
carcinoma of the cervix and (3) adeno- 
carcinoma of the corpus uteri." 

Adenocarcinoma of the uterus is a dis- 
ease of the menopausal years and be- 
yond.'4 In approximately two-thirds of all 
cases the neoplasm occurs after the meno- 
pause. This disease is significant in that 
it will cause a woman who has ceased 
bleeding to begin bleeding again without 
apparent reason. This feature is frighten- 
ing and causes the patient to seek medical 
care sooner than she would if there were 
only a minor change in her menstrual 
cycle. It must be for this reason that the 
malignancy of this form of carcinoma is 
third in the list of degrees of malignancy 
of the most frequent forms of uterine 
carcinoma. 

The great significance of uterine bleed- 
ing in the adult female, particularly in 
a woman over the age of 30, lies in the 
fact that any abnormal bleeding whatso- 
ever should be considered to have a malig- 
nant basis until there is proof to the con- 
trary. It is also well known that any 
woman who continues to menstruate be- 
yond the age of 50 is much more liable 
to the development of endometrial carci- 
noma than are women who reach the 
menopause prior to that time.® 

Sarcoma of the uterine cervix is very 
rare and produces symptoms of the same 
type as does carcinoma of this region. 


SUMMARY AND CONCLUSIONS 


1. Uterine bleeding has been a con- 
stant problem since ancient times and is 
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repeatedly mentioned in the Bible. 

2. Bleeding is generally of two main 
types: (1) physiologic and (2) patho- 
logic. 

3. Normal menstruation becomes ad- 
justed to a cycle of twenty-three to thirty- 
three days, the universal average being 
fourteen days after ovulation. The amount 
averages 50 cc. for each period. 

4. Endometriosis due to misplaced en- 
dometrial glands may cause irregular con- 
tinued bleeding because of estrogenic 
hormonal stimulation. 

5. In a study of 107 cases of endo- 
metrial biopsies, 15 patients, or 14 per 
cent, were found to have retained placen- 
tal tissue or secundine. 

6. Hyperplasia of the endometrium im- 
plies excess estrogenic substance and gives 
a characteristic “Swiss cheese pattern”’. 


7. Functional bleeding may be classi- 
fied as ovulatory or anovulatory. 

8. Abruptio placentae is a very serious 
complication. 

9. Ectopic pregnancy is to be suspected 
when a period is missed and this is fol- 
lowed by acute abdominal pain and the 
return of vaginal bleeding. 

10. Of the hydatiform moles, 10 per 
cent may be expected to develop into 
chorionepitheliomatous malignant tumors. 

11. With cervicitis, an infected vaginal 
mucous membrane is to be expected. Any 
vaginal bleeding concomitant with the in- 
fection is suspected to be caused by the 
cervicitis. 

12. Benign neoplasms are frequently 
the cause of vaginal bleeding. 

13. When abnormal uterine bleeding 
occurs in women over 30 years of age, the 
presence of a malignant neoplasm should 
be suspected until its absence has been 
proved. 

RESUME ET CONCLUSIONS 


1. Leprobléme du contréle de l’hémor- 
ragie utérine remonte aux temps bibliques. 

2. Il y a deux genres de saignement: 
physiologique et pathologique. 

3. La régle normale est d’un cycle de 
23-33 jours, survenant 14 jours aprés 
Yovulation. I] y a une perte de 50cc de 
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sang environ. 

4. L’endométriose secondaire 4 un dé- 
placement des glandes endocrines améne 
un saignement continuel mais irrégulier 
a cause d’une stimulation hormonale d’es- 
trogénes. 

5. De 107 biopsies pour endométrite, 
15 patients ou 14% présentaient une 
rétention placentaire. 

6. L’hyperplasie de l’endométrite aug- 
mente la substance estrogénique et a 
l’apparence du fromage de gruyére. 

7. L’écoulement sanguin est ovulatoire 
ou non ovulatoire. 

8. Un placenta abrupte est une compli- 
cation grave. 

9. Une grossesse ectopique doit étre 
soupconnée quand il y a un retard des 
régles, une douleur abdominale aigue et 
un écoulement sanguin par le vagin. 

10. On doit s’attendre a trouver 10% 
des modles hydatiformes dans les tumeurs 
milignes chorio-épithéliomateuses. 

11. La cervicite s’accompagne de vag- 
inite. 

12. Souvent des néoplasmes bénins font 
saigner. 

13. A moins de preuve a l’encontre, 
chez la femme de plus de 30 ans, un écoule- 
ment sanglant anormal doit faire soup- 
conner une néoplasie. 


RESUMEN Y CONCLUSIONES 


1. La hemorragia uterina ha sido un 
constante problema desde los tiempos 
biblicos. 

2. La hemorragia es generalmente de 
dos tipos: (1) fisioldgica y (2) pato- 
logica. 

3. Las menstruaciones normales_ se 
ajustan al tipo de 23/33 dias, siendo un - 
promedio universal el de catorce dias 
después de la ovulacién. El promedio de 
cantidad es de 50 cc. por cada periodo. 

4. La endometriosis por glandulas del 
endometrio aberrantes puede causar hem- 
orragia continua irregular debido a 
estimulaci6n hormonal estrogénica. 

5. En un estudio de 107 casos de biop- 
sias del endometrio se encontraron 15 
pacientes, o 14%, con retencién de tejido 
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placentario o secundina. 

6. La hiperplasia del endometrio im- 
plica el exceso de substancia estrogénica 
y le da la caracteristica de ‘queso suizo”’. 

7. La hemorragia funcional puede clas- 
ificarse de ovulatoria o anovulatoria. 

8. La placenta previa es una complica- 
cidn muy seria. 

9. El embarazo ectépico debe sospec- 
harse cuando falta un periodo y a esto 
sigue dolor abdominal agudo y retorno de 
la hemorragia vaginal. 

10. En el 10% de las molas hidatiformes 
puede esperarse el desarrollo de tumores 
malignos corioepiteliomatosos. 

11. Debe esperarse una mucosa vaginal 
infectada cuando existe cervicitis. Cual- 
quier hemorragia vaginal concomitante 
con la infeccién debe sospecharse que es 
causada por la cervicitis. 

12. Neoplasmas benignos son causa 
frecuente de la hemorragia vaginal. 

13. Cuando ocurre hemorragia uterina 
anormal en mujeres de mas de 30 afios de 
edad, debe sospecharse la presencia de un 
neoplasma maligno hasta tanto no se 
pruebe lo contrario. 


CONCLUSIONI RIASSUNTIVE 


1. Fin dagli antichi tempi le emorragie 
uterine hanno costituito un problema 
costante. 

2. Tali emorragie sono di due tipi: (1) 
fisiologiche e (2) patologiche. 

3. Le mestruazioni normali interven- 
gono ogni 23-33 giorni, 14 giorni in media 
dopo l’ovulazione. La quantita media di 
sangue perduto si aggira sui 50 cc. per 
ogni mestruazione. 

4. L’endometriosi, dovuta a formazioni 
ghiandolari dell’endometrio ectopiche, puo 
essere causa di perdite ematiche continue 
a causa dello stimolo ormonico estrogenico 
da essa proveniente. 

5. In base ad uno studio di 107 biopsie 
dell’endometrio, furono trovati  residui 
placentari in 15 pazienti (14%). 

6. L’iperplasia dell’endometrio causa 
una secrezione in eccesso di sostanze 
estrogeniche e da un caratteristico smeg- 
ma “a formaggio svizzero”’. 


7. Le emorragie funzionali possono 
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essere in dipendenza dell’ovulazione o del 
tutto indipendenti da essa. 

8. La placenta previa @ una compli- 
cazione molto grave. 

9. Quando la mancanza di un periodo 
mestruale é seguita da un dolore addomi- 
nale acuto e dalla comparsa di perdite 
ematiche, si deve sospettare l’esistenza di 
una gravidanza extrauterina. 

10. Il 10% delle mole vescicolari si 
trasformano in chorionepiteliomi maligni. 

11. Quando esiste una cervicite, la 
mucosa vaginale é, di solito, sede di 
processi infiammatori. Ogni _ perdita 
ematica concomitante con uno stato in- 
fiammatorio puod quindi essere sospettata 
quale effetto di una cervicite. 

12. Le neoplasie benigne sono fre- 
quentemente causa di perdite ematiche 
vaginali. 

13. Ogniqualvolta intervengano me- 
trorragie in donne sopra i 30 anni di eta, 
si dovra sospettare l’esistenza di una neo- 
plasia maligna fino a che la sua assenza 
non sia stata provata. 


SUMARIO E CONCLUSOES 


1. Desde os tempos biblicos a hemor- 
ragia tem sido um constante problema. 

2. A hemorragia é geralmente de dois 
tipos principais: (1) fisiologico e (2) 
patologico. 

3. As menstruacées normais se ajustam 
ao tipo 23-33 dias, sendo a media uni- 
versal entre 14 dias apés a ovulacao. 
Quantidade media de 50 ce. para cada 
periodo. 

4. A endometriose devida a glandulas 
endometriais deslocadas podem causar 
continua e irregular hemorragia devida 
ao estimulo estrogenico hormonal. 

5. Em um estudo de 107 casos de biop- 
sias endometriais, 15 pacientes, ou 14 por 
cento, foram encontrados com _  tecido 
placentario retido ou secundina. 

6. Hiperplasia do endometrio implica 
excesso de _ substancia estrogenica e 
apresenta uma caracteristica aparencia de 
“queijo suisso.” 

7. Hemorragia funcional pode ser con- 
siderada como ovulatoria ou nao ovula- 
toria. 
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8. Abrutio placenta é um complicacao 
bastante seria. 

9. Prenhez ectopica deve ser suspeitada 
quando um periodo é ausente e isto é 
seguido por dé6r aguda abdominal e 
retérno da hemorragia vaginal. 

10. Das molas hidatiformes, 10 por 
cento podem ulteriormente evoluir em 
tumoéres chorioepiteliomatosos malignos. 

11. Com cervicite, uma membrana 
mucosa vaginal infetada deve ser esper- 
ada. Qualquer hemorragia vaginal con- 
comitante com a infeccéo deve se supor 
tenha sido causada pela cervicite. 

12. Neoplasmas benignos sao frequente- 
mente a causa de hemorragia vaginal. 

13. Quando hemorragia uterina anor- 
mal ocorre em mulheres acima de 30 
anos de idade, a presenca de um neoplasma 
maligno deveria ser suspeitada até que 
sua ausencia seja provada. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


1. Gebaermutterblutungen sind seit 


biblischen Zeiten ein staendiges Problem. 

2. Es gibt im allgemeinen zwei Haupt- 
formen der Blutung: die physiologische 
und die pathologische. 

3. Normale Menstruationen nehmen 
einen 23 bis 33 Tage-Typus an, der allge- 
meine Durchschnitt liegt bei 14 Tagen 
nach der Ovulation. Der durchschnittliche 
Blutverlust betraegt etwa 50 cc. fuer jede 
Periode. 

4. Endometriose, die auf versprengten 
Dru esen des Endometriums beruht, kann 
infolge von oestrogener hormonaler Stim- 
ulierung zu fortgesetzten unregelmaes- 
sigen Blutungen fuehren. 

5. Eine Untersuchung von 107 Probe- 
exzisionen des Endometriums ergab, dass 
15 Kranke, das heisst 14%, Plazentar- 
gewebe zurueckgehalten hatten. 

6. Hyperplasie der Gebaermutter- 
schleimhaut deutet auf eine Ueberproduk- 
tion oestrogener Substanzen hin und er- 
gibt das charakteristische Bild des 
“Schweizer Kaesemusters.” 

7. Funktionedde Blutungen koennen in 
Ovulationsblutungen und Nichtovulations- 
blutungen eingeteilt werden. 
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8. Abriss der Plazenta stellt eine sehr 
ernste Komplikation dar. 

9. Verdacht auf ektopische Schwanger- 
schaft muss entstehen, wenn nach Ausfall 
einer Periode heftige Bauchschmerzen und 
das Wiederauftreten von Blutungen aus 
der Scheide beobachtet werden. 

10. Zehn Prozent der hydatiformen 
Geschwuelste, nimmt man an, entwickeln 
sich zu boesartigen Chorionepitheliomen. 

11. In Faellen von Gebaermutterhal- 
sentzuendungen kann eine Infektion der 
Scheidenschleimhaut erwartet werden. 

12. Gutartige Neubildungen sind haeu- 
fig die Ursache von Scheidenblutungen. 

13. Wenn anormale Gebaermutterblut- 
nugen bei Frauen von ueber 30 Jahren 
auftreten, muss das Vorhandensein einer 
boesartigen Neubildung angenommen wer- 
den. 
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The Practical Application of Sedation and 


Anesthesia in Obstetrics 
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is influenced by the psychic and 

physical makeup of the patient. Some 
patients are slow, dull and only mildly 
affected by stimuli. Others are keenly 
sensitive but stoical. Neither of these two 
types vehemently demands analgesics. On 
the other side of the picture, some pa- 
tients are highly nervous, emotional, un- 
restrained and often imaginative, and 
demand help almost as soon as labor 
starts. Fear is one of the chief factors 
that influence the need for sedation. Read! 
has stressed the importance of eliminating 
fear. He teaches his patients the funda- 
mentals of childbirth so that they will 
know what to expect. 

Man as a race has always feared the 
unknown. The individual man or woman 
likewise fears the unknown in individual 
life. The woman fears the labor she has 
not experienced. Dr. Read teaches that 
education of the expectant mother elimi- 
nates this factor of fear and thereby helps 
to diminish the need for analgesics and 
anesthetics. He teaches his patients a sys- 
tem of relaxation, so that no voluntary 
obstruction may be placed in the way of 
normal delivery. 

I believe that Dr. Read has a good argu- 
ment. My personal experiences have led 
me to believe similarly. The worst thing 
that can happen to a woman in labor is to 
be left alone. If someone with a humane 
spirit remains with the laboring patient 
who has been previously taught the 
physiologic nature of labor, three-fourths 
of the battle is won. 

Nevertheless, there is a point beyond 
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which one should not expect women to 
bear pain. Obstetrics has passed the stage 
during which a woman was “supposed” 
to suffer, to accept the baptism of pain, 
in order to appreciate and love her new- 
born baby. I readily agree that a great 
many psychologic factors are involved in 
pain, that some women can bear more 
pain than others and that some women 
can suffer in silence while others shout 
to the heavens. But on the whole, with 
an occasional exception, the prospective 
mother takes as much as she can endure 
before she allows her emotions to run 
away with her. 

It is my experience that a woman can 
bear pain to a degree consistent with un- 
impeded labor but that she should not be 
expected to suffer past that point. That 
point depends on whether the prospective 
mother has had children before, because 
it is generally agreed that, barring such 
unusual situations such as excessive size 
of the baby, abnormally small measure- 
ments of the mother or unusual fetal posi- 
tion and presentation, a first child is or- 
dinarily associated with a longer labor 
than are subsequent children. With a nulli- 
parous patient it is desirable to wait 
longer before giving the sedatives: the 
idea is to relieve pain but not to arrest 
labor. 

The uterus is an autonomic organ cap- 
able of contracting and ejecting the off- 
spring, sometimes even without the volun- 
tary assistance of the mother. This point 
was clearly demonstrated by a case re- 
ported by the author.? 

CASE 1.—Mrs. H. O., a 37-year-old Negress, 
was admitted to the maternity wards of the 
Philadelphia General Hospital on Nov. 14, 
1939, complaining of numbness of the legs, 
pain in the back and inability to walk. Her 
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last menstrual period had occurred on March 8. 
Physical and roentgen examinations revealed 
the presence of a pregnancy near term, com- 
plicated by a primary carcinoma of the right 
breast with metastases to the twelfth thoracic 
and the third lumbar vertebrae. Abdominal 
reflexes could not be elicited. Complete flaccid 
paralysis of both lower limbs was present. A 
bilateral foot drop was evident. Patellar and 
ankle jerks were absent. Pain and thermal 
sensations, as well as vibratory and position 
sense, were lost below the level of the tenth 
thoracic nerve. On November 26, at 10 a. m., 
the membranes ruptured spontaneously. At 
12:50 p. m. a baby weighing 6 pounds and 
8 ounces (2,947 Gm.) was delivered in breech 
presentation and breathed spontaneously. The 
patient was given ergotrate, gr. 1-320, intra- 
venously. The uterus contracted well. The 
placenta was delivered intact. Very little 
bleeding was encountered. The remarkable 
feature of the delivery was the total absence 
of pain. The patient was conscious of her 
experience only through sight. She felt 
nothing whatever. Three months later the 
diagnosis of malignant disease was confirmed 
by postmortem examination. 

If large doses of sedatives are given before 
the optimum time, labor will be impeded tem- 
porarily. This point is illustrated by the fol- 
lowing case. 

CASE 2.—Mrs. A. C., a white nullipara aged 
23, came to the hospital in labor, with con- 
tractions occurring fifteen minutes apart and 
lasting thirty to thirty-five seconds. She was 
given an enema, and the contractions became 
severe. The cervix was effaced but dilated 
only 1 finger breadth. The head just reached 
the spines during a contraction. The usual 
sedation was given. The contractions became 
Jess frequent and less severe and_ subse- 
quently stopped completely. 

The patient was removed from the labor 
room and did not go into labor again until 
twenty-four hours later. 

If this patient had been given sedatives 
at the proper time, she probably would 
have given birth to her child hours sooner. 

The optimum point for sedation nat- 
urally varies with each patient, but in 
general the following rules are applicable: 
Sedatives are withheld from nulliparous 
women until the cervix is completely 
effaced, and 2 to 3 finger breadths dilated 
and the fetal head has become well en- 
gaged in the pelvis. At this point sufficient 
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sedatives should be given to make the pa- 
tient completely oblivious of pain. 

The type of sedative varies with the per- 
sonal preference of the obstetrician. I 
prefer demerol, 100 mg., and scopolamine, 
1/150 gr., administered intravenously. 
Hypodermic administration of demerol 
alone is then repeated as needed -to keep 
the patient quiet and completely relaxed 
between contractions. 

It is dangerous to wait as long as this 
in the case of a multiparous woman, be- 
cause of the danger of precipitate delivery 
following sudden rupture of the mem- 
branes. This is demonstrated by Case 3. 

CASE 3.—Mrs. G. W., a white woman, 
gravida 3, para 2, was allowed to proceed with 
labor until the head was at a station 2 cm. 
below the ischial spine and the cervix 3 
finger breadths dilated. At this point the afore- 
mentioned sedation was given. Within ten 
minutes the membranes ruptured spontane- 
ously and the fetal head followed rapidly, 
with precipitate delivery and a third-degree 
tear of the perineum. 

In order to avoid this danger in multi- 
paras, we wait until the cervix is com- 
pletely effaced, contractions are occurring 
strongly five minutes apart and the fetal 
head is entering engagement, having just 
reached the spines. At this point sedation 
is given even if the cervix is not dilated 
at all. Administration of the aforede- 
scribed sedation, with repetition at inter- 
vals as needed, permits labor to progress 
slowly, constantly and without conscious 
pain. 

When the head has reached the perineal 
floor, the cervix being completely dilated, 
the patient should be transferred to the 
delivery table, cleaned, and draped. There 
is no terrific rush at this point, provided 
that the foregoing principles have been 
followed. In order to deliver the patient 
without waiting too long, outlet forceps 
can now be gently applied. For this pur- 
pose it is advisable to give some light 
anesthetic, such as nitrous oxide. It should 
be given together with plenty of oxygen in 
order to prevent anoxia, which may pro- 
duce shock in the mother and cause the 
death of the child. I have learned by ex- 
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perience that if ethyl ether is given to 
these women under heavy sedation the 
child is often narcotized and is revived 
with difficulty. If, on the other hand, 
nitrous oxide-gas anesthesia is given 
with plenty of oxygen and no ether, the 
child usually is born and cries sponta- 
neously; the child is healthy, and the 
mother is happy in not having experienced 
the severe pain of the latter part of labor. 


Unfortunately there are times when 
women come into the hospital in the termi- 
nal stages of labor and have to be placed 
on the delivery table at once, so that there 
is no chance to administer preanesthetic 
sedation. Under these circumstances ni- 
trous oxide alone is insufficient to give re- 
laxation and must be accompanied by 
ether. In such cases the ether is a safe 
anesthetic and will usually not cause nar- 
cosis of the child. In other words, the 
nitrous oxide-ether-oxygen combination 
alone is safe, but it is unsafe when asso- 
ciated with heavy preanesthetic sedation. 
This principle is very aptly illustrated by 
Cases 4 and 5. 

CASE 4.—Mrs. J. L., a 25-year-old white 
primigravida, was in labor for six hours. 
When the cervix was 3 finger breadths dilated 
and the station plus 1, the patient was given 
100 mg. of demerol and 150 gr. of scopolamine 
intravenously. Relief was almost immediate. 
The contractions continued with the help 
of the patient, but between contractions the 
patient slept. In almost ninety minutes the 
sedative effect had worn off, so the patient 
was given 100 mg. of demerol hypodermically. 
This effect lasted about one hour, by which 
time the cervix was completely dilated and 
the fetal head had reached the perineum. The 
patient was placed on the table, and while 
I scrubbed my hands the anesthetist gave her 
a combination of nitrous oxide-oxygen-ether 
anesthesia. The child was delivered with out- 
let forceps, but was markedly narcotized. It 
was resuscitated with great difficulty only 
after giving all the attendants a good scare. 

CASE 5.—Mrs. T. M., a 25-year-old white 
primipara, was in labor for eight hours 
with a large baby in the right occipital pos- 
terior position. By that time sufficient 
progress had been made so that the patient 
was given the first customary dose of seda- 
tive. She was given two subsequent doses of 
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demerol, 100 and 50 mg. respectively, before 
the fetal head reached the perineum. With 
the patient under 75 per cent nitrous oxide 
augmented by 25 per cent oxygen in a semi- 
closed system, the baby was then rotated to 
the anterior position with closed Kieland 
forceps. The patient was controlled beauti- 
fully without ether. The child, a boy weighing 
8 pounds (3,629 Gm.), was delivered and 
cried out spontaneously. 

After the child is delivered, the umbil- 
ical cord is not cut until pulsation ceases 
or the baby cries. During this period the 
air passages are cleared of mucus, blood 
and all débris. The patient is given 
straight oxygen without any anesthesia. 
The child in turn thus receives a good 
supply of oxygen through the placenta. 
Only after the pulsation ceases or the new- 
born child cries is the cord cut and the 
child given oxygen by inhalation. 

When no time is available for sedation, 
two other anesthetic agents, cyclopropane 
(C,H6) and ethylene (C,H4) are superior 
to ethyl ether. Cyclopropane is a rapidly 
acting gaseous anesthetic agent that is 
usually administered in a closed system, 
because it is both expensive and explosive. 
With it, the anesthesia can be quickly 
lightened or deepened as needed. It has a 
wide margin of safety. It may be contra- 
indicated for patients with cardiac 
disease because it increases cardiac irrita- 
bility and causes arrythmia.* Cyclopro- 
pane provides excellent anesthesia, but 
requires considerable experience in han- 
dling. 

Ethylene (C,H4) is a nonirritating, in- 
flammable gaseous hydrocarbon. It is more 
potent than nitrous oxide. With it, there 
is rapid induction and rapid recovery. It 
produces a state of anesthesia rarely 
deeper than the first plane unless ether 
is added. It is inexpensive. It is an excel- 
lent anesthetic agent for obstetrics but 
requires an experienced anesthetist. 

Caudal analgesia with metycaine hydro- 
chloride in 1.5 per cent solution is excel- 
lent for the control of obstetrical pain but 
requires an experienced anesthetist in at- 
tendance at all times. If given by a novice, 
it is attended by danger and may result 
in crippling or even death of the patient. 
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If given by an anesthetist thoroughly ex- 
perienced in its administration, it can be 
a great help to both patient and obstetri- 
cian. 

Low spinal or saddle block anesthesia 
has become popular in obstetrics. It is 
particularly useful for patients who have 
infections of the upper part of the respira- 
tory tract and for patients who are giving 
birth to premature children. It can be used 
instead of inhalation anesthesia; however, 
under such circumstances it should be ad- 
ministered somewhat earlier than inhala- 
tion anesthesia requires, because it pro- 
ijuces considerable relaxation of the pelvic 
structures and allows somewhat earlier 
delivery. To be specific, my associates and 
I usually give it to primiparas when the 
cervix is completely dilated and the sta- 
tion is plus 1 to 2, and to multiparas when 
the station is 0 to plus 1, the cervix being 
completely dilated. 

Various anesthetic agents can be used 
for this purpose, depending on the time 
required before the expected delivery. 
Adriani and Roman-Vega, in their paper 
on saddle block anesthesia,* have produced 
an interesting and informative table 
showing the various drugs used, the dos- 
age needed, and the expected duration of 
anesthesia. In general, the technic is per- 
formed to limit the anesthesia to the per- 
ineal area in saddle anesthesia, or it can 
be given to include sensory analgesia of 
the extremities without motor involve- 
ment, or to include both sensory and motor 
involvement below the first lumbar verte- 
bra. The anesthetic agent is not mixed 
with the spinal fluid but with a 10 per 
cent solution of dextrose in order to make 
it a hyperbaric solution (heavier than 
spinal fluid). The solution is injected into 
the spinal canal between the third and 
fourth or the fourth and fifth lumbar 
vertebrae as rapidly as it will go when 
gentle pressure is applied to the plunger 
of the syringe. When the patient is placed 
in the sitting position, the hyperbaric 
mixture gravitates to the bottom of the 
dural sac and produces anesthesia to a 
level depending on the agent used, the 
speed of injection, and the time allowed 
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the patient in the lying position. In gen- 
eral 50 to 125 mg. of procaine will produce 
a local anesthetic state lasting from three- 
quarters of an hour to one and one-half 
hours; 50 to 100 mg. of metycaine will 
last one to one and three-quarters hours; 
5 to 10 mg. of pontocaine will last two to 
two and one-half hours, and 2.5 to 5 mg. 
of nupercaine will last two and one-half 
to four hours or longer. The time varies 
considerably with the individual patient. 

It is necessary to administer straight 
oxygen when the patient is given spinal 
anesthesia, and to keep a close check on 
the blood pressure. It is also generally 
advisable to give such a patient a prophy- 
lactic intramuscular injection of a vaso- 
pressor to keep the blood pressure up to 
normal or slightly higher. Thereby good 
circulation is maintained through the 
uterus and a plentiful supply of oxygen is 
afforded the fetus. 

Ordinarily we use 34 gr. of ephedrine 
or 1/12 gr. of neosynephrine intramuscu- 
larly. If the blood pressure begins to drop, 
it must be raised to normal. This can be 
rapidly accomplished by the intravenous 
administration of 1/12 grain of ephedrine 
or 1/60 to 1/100 gr. of neosynephrine. 

When low spinal or saddle block anes- 
thesia is used for a patient who is giving 
birth to a premature child, no preanes- 
thetic sedative should be given because of 
the danger of effecting an incompletely 
developed respiratory mechanism in the 
baby. These patients particularly require 
personal attention and encouragement. 
Some one should be at their side all the 
time to watch the progress of labor, to 
check fetal heart sounds, and to encourage 
the patient. 

COMMENT 


My chief objection to the use of spinal 
anesthesia in obstetrics is the frequency 
of postspinal headaches. I have been able 
to give the patient temporary relief by 
administering a capsule consisting of 1 gr. 
of caffeine citrate, 5 mg. of benzedrine 
and 5 gr. of acetylsalicylic acid, but invar- 
iably the headaches recur when the drug 
effect wears off and the patient sits or 
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stands. The best prophylaxis against these 
headaches is the use of a double needle 
consisting of a 26-gauge spinal needle 
passed through a 21-gauge introducer. 
This, when combined with hydration ac- 
cording to Greene, Goldsmith and Lich- 
tig,> has reduced their incidence of spinal 
headache to 0.4 per cent. We apply sand- 
bags on the abdomen immediately after 
delivery and replace them with a tight 
abdominal binder and an inflated rubber 
balloon as soon as feasible. For this pur- 
pose I use the rubber portion of the arm 
band used for determination of blood 
pressure. 

In view of (a) the scrupulous care with 
whict: one must handle the necessary 
equipment in order to avoid trouble; (b) 
the danger of individual sensitivity to the 
drugs used; (c) the possible complica- 
tions, such as nerve palsies, cauda equina 
syndrome, meningitis or meningismus, 
headache, respiratory failure due to cen- 
tral depression or paralysis of the phrenic 
or intercostal nerves, hypotension and cir- 
culatory collapse; (d) the group of con- 
traindications such as myocardial! disease, 
disease of the central nervous system, 
severe anemia, hemorrhage, dehydration, 
shock, septicemia, local infection of the 
back, anatomic disturbance of the spinal 
column and psychic disturbances, and (e) 
the fear on the part of the general public 
of spinal and caudal anesthesia, I for one 
cannot see the advantage of using either 
except in specially selected cases. If obste- 
tricians follow the advice herein contained 
not to oversedate the patient, not to use 
ether or deep anesthesia of any kind when 
the patient has been sedated, and to use 
a plentiful supply of oxygen with the 
anesthetic agent, results will be greatly 
improved; babies will be delivered with 
a minimum of cerebral depression, and 
the incidence of complications will be re- 
duced. At the same time, maternal suffer- 
ing will be minimized and the worry con- 
stantly associated with spinal and caudal 
anesthesia will be eliminated. It must be 
remembered that delivery is a normal 
physiologic process and does not warrant, 
except in rare cases and under the very 
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best hospital conditions, the introduction 
of complicating factors that can in some 
circumstances wreak havoc in both mother 
and newborn child. 


SUMMARY 


The need for analgesics in childbirth 
depends on the psychic and physical make- 
up of the patient. Proper education of the 
expectant mother helps to reduce the need 
for excessive sedation. By giving the pa- 
tient a feeling of security, it is possible 
to eliminate all analgesics in most cases 
until labor becomes irreversible. At that 
time an analgesic agent can be given with 
the knowledge that labor will not be 
arrested. The type of analgesic used de- 
pends on the personal preference of the 
obstetrician. By giving proper sedation, 
precipitate deliveries with third degree 
tears of the perineum are avoided. 

Types of anesthesia are reviewed, and 
their advantages and disadvantages are 
discussed. The danger of combining heavy 
sedation with ether anesthesia is stressed. 
Low spinal and caudal anesthesia are dis- 
cussed, as is the method of prevention and 
relief of spinal headaches. 


AUTHOR’S NOTE: I wish to thank Dr. 
Bernard Goffen, former Anesthesiologist, 
and Dr. Melvin S. Bernstine, present 
Anesthesiologist, at the Jewish Hospital, 
Philadelphia, for their advice in the 
preparation of this paper. 


RESUME 


C’est l’attitude physique et psychique 
de la patiente qui justifie l’emploi des 
analgésiques obstétricaux. Si l’on a soin 
de bien endoctriner la future mére, la 
nécessité d’une sédation excessive diminue 
d’autant. En prenant soin de rassurer 
la patiente on peut éliminer tous les anal- 
gésiques dans la plupart des cas jusqu’au 
temps ot le travail devient irréversible. 
A cemoment seulement doit-on donner 
lanalgésique sachant que le travail ne 
s’arrétera pas. Le choix de l’analgésique 
est du ressort de l’accoucheur. Par une 
médication judicieuse, les accouchements 
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intempestifs avec déchirure du 3e degré 
du périnée ne se recontrent pas. 

L’auteur discute desdivers analgésiques 
avec leurs avantages et leurs désavantages. 
L’auteur insiste sur le danger d’associer 
une sédation élevée a l’anesthésie par 
’éther. Il discute aussi la valeur de la 
rachi-anesthésie basse et de la caudale, de 
méme que de la prévention et du soulage- 
ment de la céphalée inhérente 4 ces types 
d’anesthésie. 

RESUMEN 


La necesidad de analgésicos en el parto 
depende de las condiciones psiquicas y 
fisicas de la paciente. Educar apropia- 
damente a la madre expectante ayuda a 
reducir la necesidad de la sedacién exce- 
siva. Manjeandola delicadamente es po- 
sible eliminar los analgésicos en muchos 
casos hasta que el trabajo se vuelve irre- 
versible. Entonces puede darse un anal- 
gésico sabiendo que el trabajo no se de- 
tendra. El tipo de analgésico depende de 
la selecci6n personal del partero. Pro- 
porcionando sedacién adecuada se evitan 
los alumbramientos precipitados con des- 
garros perineales de tercer grado. 

Se revisan los tipos de anestesia y se 
discuten sus ventajas y desventajas. Se 
Senala el peligro de combinar sedacién 
profunda con anestesia etérea. Se discuten 
la anestesia espinal baja y la‘caudal, asi 
como el método de prevencion y alivio de 
cefaleas espinales. 


RIASSUNTO 


I] bisogno di analgesia durante il parto 
dipende dalla costituzione psico-fisica della 
paziente. Un’ appropriata educazione della 
gravida aiuta a ridurre il bisogno di una 
eccessiva somministrazione di sedativi. 
Comunicando alla paziente una impres- 
sione di sicurezza é@ possibile eliminare, 
nella maggior parte dei casi, ogni som- 
ministrazione di analgesici fino al mo- 
mento in cui il travaglio di parto é in- 
arrestabile: allora pud essere somminis- 
trato un analgesico colla sicurezza che il 
travaglio non verra a cessare. II tipo di 
analgesico da usare dipende dalla prefer- 
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enza personale dell’ostetrico. Con un seda- 
tivo appropriato si possono evitare i parti 
precipitosi e relative lacerazioni perineali 
di terzo grado. 

Vengono passati in rassegna i tipi di 
anestesia di cui vengono_ considerati 
vantaggi e svantaggi. Viene sottolineato 
il pericolo di somministrare forti ‘sedativi 
combinati all’anestesia eterea. Vengono 
discusse le anestesie spinali basse e cau- 
dali, come si usa nella profilassi e nella 
cura delle cefalee secondarie a rachian- 
estesia. 

SUMARIO 


A necessidade de analgesia para o parto 
depende de condicées fisicas e psiquicas 
da paciente. Educacao adequada da futura 
mae ajuda a reduzir a necessidade de ex- 
cessiva sedacaéo. Dando-se a paciente uma 
sensacao de seguranca é possivel eliminar 
todos os analgesicos na maioria dos casos 
até que o trabalho se torne irreversivel. 
Ao citado tempo um analgesico pode ser 
dado com o conhecimento de que o trabalho 
de parto nao sera interrompido. O tipo 
de analgesico usado deqeude da sedecao 
pessoal do obstetra. Dando propria sedacao 
a enferma, partos precipitados com ter- 
ciero grau de rotura do perineo sao evi- 
tados. Tipos de anestesia sao revistos, e 
suas vantagens e desvantagens sao dis- 
cutidas. O perigo de se combinar sedacao 
forte com anestesia pelo eter é realcado. 
Anestesia raquidia na baixa e a caudal 
sao discutidas, como no metodo de pre- 
vencao e alivio de cefalalgias post-ra- 
quidianas. 

ZUSAM MENFASSUNG 


Das Beduerfnis nach Schmerzstillung 
waehrend der Entbindung haengt von der 
seelischen und physischen Konstitution 
der Schwangeren ab. Geeignete Aufklae- 
rung der werdenden Mutter traegt dazu 
bei, das Beduerfnis nach uebermaessigen 
Beruhigungsmitteln herabzusetzen. In den 
meisten Faellen gelingt es, wenn man der 
Schwangeren ein Gefuehl der Sicherheit 
gibt, alle schmerzbetaeubenden Mittel zu 
vermeiden, bis die Wehen endgueltig ein- 
setzen. Zu diesem Zeitpunkt kann ein 
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Analgetikum verabreicht werden mit der 
Gewissheit, dass der Geburtsvorgang nicht 
aufgehalten wird. Welche Art von Anal- 
getikum zur Anwendung gelangt, bleibt 
der persoenlichen Wahl des Geburtshelfers 
ueberlassen. Durch die Verabreichung. 
geeigneter Beruhigungsmittel werden 
Sturzgeburten mit Dammriss dritten 
Grades vermieden. 

Es werden Typen der Narkose und ihre 
Vor- und Nachteile’ eroertert. Besonders 
betont wird die Gefahr, die in einer Kom- 
bination schwerer Sedativa mit Aether- 
narkose besteht. Tiefe Lumbal-unde Kau- 
dalanaesthesie und Vorbeugung und Behe- 
bung spinaler Kopfschmerzen werden 
eroertert. 
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yN 1949 Lahey! called attention to the 
| use of the intrapancreatic portion of 

the common bile duct in the repair of 
extensive defects in the extrahepatic bile 
duct. Attention was called to the tedious- 
ness and time-consuming procedure of 
dissecting the duct and mobilizing it for 
use. A method for quick mobilization of 
the intrapancreatic portion of the common 
luct, which would be relatively safe in 
its application, should make this operation 
more frequently used. This paper is a pre- 
liminary report on investigative work 


leading to the successful accomplishment 


of this problem. 

Proposed Plan.—Briefly, the operation 
consists of five steps: 1. The intrapan- 
creatic portion of the common duct is 
mobilized and made available for use by 
introducing a specially made calibrated 
double olive-tipped probe (Fig. 2) through 
the duct, ligating the cut end of the duct 
about the stem of the probe near the base 
of the olive tip (Fig. 3, inset). 2. By 
traction on the probe through an incision 
made in the anterior duodenal wall over- 
lying the papilla, the duct is everted and 
part of it brought through into the duo- 
denum by stripping the duct from its bed 
(Fig. 5). 3. The tip of the probe lying 
within the duct is then directed through 
a channel previously made laterally and 
posteriorly to the duodenum; it is grasped 
with the fingers and thumb, and traction 
is made in the direction of the gallbladder 
fossa, while at the same time gentle trac- 
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tion is made on the free and everted end 
of the common duct (Fig. 6). The stem 
of the probe will glide through the duct 
and ligature until the olive tip at the end 
of the probe is engaged. Continued trac- 
tion causes the duct to reinvert and to 
lie free in the direction of the normal 
common duct. 4. The ligature about the 
probe is cut and the probe removed. 5. 
The common duct is now ready for end- 
to-end anastomosis with the hepatic end 
of the duct (Fig. 7). 

Preoperative preparation is of the usual 
type employed for gastric resections. I 
shall discuss each step of the operative 
procedure in detail. 

First Step: The upper part of the abdo- 
men is entered through an incision of the 
surgeon’s choice. Preoperative and post- 
operative preparation and treatment are 
those used in cases of gastric resection. 
Prior to the introduction of the probe 
the duodenum and pancreas are mobilized 
by incising the posterior peritoneum 
lateral to and parallel with the duo- 
denum. This will permit the head of 
the pancreas and the duodenum to be 
lifted forward and reflected medially. A 
search is then made for the cut end of 
the common bile duct. If it can be found - 
at the superior border of the pancreas 
one is fortunate, since the probe can be 
introduced through the common duct and 
the papilla and into the duodenum in the 
same manner that a common duct is 
ordinarily explored. When this has been 
accomplished, a 2-cm. incision is made 
through the anterior duodenal wall, begin- 
ning 7 cm. from the pylorus and ending 
at 9 cm. This incision should lie directly 
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Fig. 1—Schematic drawing showing (a) bile duct passing through fissure in 

pancreas, (b) distance of papilla from pylorus, and (c) incision in anterior 

duodenal wall. The inset (d) shows the longitudinal fold of musoca leading to 
the papilla. 











—— =a 





ig. 2.—Calibrated double olive-tipped flexible probe, measured in centimeters. 


over the papilla (Fig. 1). The probe is 
then brought out through this incision 
and withdrawn until the olive tip of the 
other end of the probe approaches the cut 
end of the duct (Fig. 3). At this point 
a ligature of fine silk or cotton is placed 
around the bile duct and the stem of the 
probe near the base of the olive tip (Fig. 
3, inset). On the other hand, if the cut 
end of the duct cannot be readily found, 
it is better to locate the papilla and intro- 
duce the probe in a retrograde manner, 
after which the duct is tied about the stem 
of the probe as previously described. It 
is not always easy to find the papilla. 
The papilla lies 7.5 to 8 cm. from the 
pylorus, on the posterior wall of the 
duodenum and slightly to the medial side. 
An aid in finding the moundlike projec- 
tion of the papilla is Beren’s loop. The 
papilla looks amazingly like the other 


g 


tissue in the duodenal mucosa. The hori- 
zontal folds are tall, and often fall over 
the papilla like a hood, obscuring it from 
vision. Close observation will reveal a lon- 
gitudinal fold (Fig. 1, inset) which has its 
beginning at the papilla and runs distally. 
Often this will aid in locating the papilla. 
If all methods fail in locating the papilla, 
one can give secretin intravenously, and 
within a few minutes pancreatic juice is 
secreted in rather marked profusion 
through the opening of the papilla, if the 
pancreatic duct and the bile duct have a 
common opening. If the ducts open sep- 
arately, they are usually close together 
and will aid in location of the papilla. 
After the papilla has been found it is a 
simple matter to introduce the olive-tipped 
probe into the papilla, through the com- 
mon duct and out through the opening 
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of the severed end (Fig. 3). By follow- 
ing the probe, the severed end of the duct 
is located, and a small segment of the 
duct is dissected free to tie about the 
stem of the probe (Fig. 3, inset). 

Seeond Step: Having found and intro- 
duced the probe through the common duct 
and ligated it about the stem with fine silk 
or cotton near the olive tip (Fig. 3, inset), 
it is now wise to make a dissection of the 
pancreas from the duodenum, forming a 
channel 1 cm. in width, 1.5 cm. proximal 
to the papilla. This is the tract through 
which the mobilized duct will eventually 
lie (Fig. 5). 

Third Step: One is now ready to mob- 
ilize the duct by stripping it from its 
bed. However, it is wise to measure ac- 


Fig. 3.—Probe in pancreatic portion of common bile duct. 
In the inset at upper right, the segment of duct is being 
tied about the stem of the probe at the base of the olive tip. 
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curately the distance from the papilla to 
the severed end of the duct. This is done 
readily on the calibrated probe. By gentle 
traction on the probe, the duct is readily 
removed from its bed (Fig. 5), everted 
into the duodenum and out through the 
duodenal incision. In order not to injure 
the sphincters of Oddi and Boyden, 1 to 
1.5 cm. of the papillary end of the duct 
should be left unstripped. A simple meth- 
od for evaluating this is to deduct 2.5 cm. 
from the measured length of the common 
duct. The difference gives one the length 
of the common duct that can be safely 
everted into the duodenum (Fig. 4). For 
example, if the common duct measures 5.5 
cm., 3 cm. may be safely everted into the 
duodenum. If more than 3 cm. are stripped 
into the duodenum there will be 
some fragmentation of the 
sphincter of Boyden. 


Fourth Step: The distal, or 
hepatic, end of the probe now 
lying within the common duct is 
directed between the duodenal 
wall and the pancreas through 
the channel previously made. 
The everted duct, now lying in 
the duodenal lumen, is gently 
held while traction on the distal 
end of the probe causes the stem 
of the probe to slide through the 
ligature until the proximal olive- 
tip is reached (Fig. 6). Further 
traction on the probe causes the 
duct to reinvert and to follow 
the path laterally and upward 
through the channel. The duct 
now lies right side out anterior 
to the pancreas and in the gen- 
eral 
route of the common duct. Usu- 
ally 3 or 4 cm. are available to 
span the defect. 

Fifth Step: The ligature about 
the probe is cut and the probe 
removed (Fig. 7). End-to-end 
anastomosis is then done with 
the hepatic end of the duct over 
a T-tube. The longitudinal in- 
cision in the duodenum is then 
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Fig. 4.—Schematic drawing of intrapancreatic portion of common bile 
duct with sphincter (above), with duct everted (below), leaving sphinc- 
ter undisturbed. 
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Fig. 5.—Duct partly everted into duodenum (a). Fig. 6.—Probe has been directed through new 
Pathway made for the passage of the mobilized path and traction directed upward toward liver. 
duct (6). , Countertraction is applied to free end of duct. 
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Fig. 7.—Duct completely reinverted, lying in new pathway. 
Insets: Probe removed, end-to-end anastomosis over T tube, 
duodenal incision closed transversely. 


closed transversely, completing the opera- 
tion (Fig. 7, insets). 


COMMENT 


In proposing such an operation as this 
there are numerous questions that need 
to be asked and answered. The first ques- 
tion one would naturally ask is “Is it a 
safe procedure to strip the duct from its 
pancreatic bed?” The answer is “Yes.” 
The duct transcends in the fissure between 
the two developmentally separate parts of 
the head of the pancreas close to the pos- 
terior surface of the organ. For this rea- 
son there are few attachments to the pan- 
creas, and there is practically no inter- 
locking blood supply; the duct, therefore, 


lends itself well to the stripping opera- 
tion. There should be little, if any, bleed- 
ing after the operation. 

The second question that has been asked 
is whether the blood supply to the duct 
wall itself will be interferred with. There 
should be no more interference with the 
blood supply by stripping than by dis- 
secting it from its bed, as Lahey has done 
with successful results. 

The third question is, “Will excess dam- 
age be done to the lining of the duct?” 
In a series of 25 postmortem specimens, 
in which the duct was stripped from 
its bed in this manner, fixed paraffin sec- 
tions made for microscopic studies showed 
minimal fragmentation of the mucosal 
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lining and practically none in the sub- 
mucosal glands (Fig. 8). 

Another, and an important, question is 
“Would the sphincter of Oddi be destroyed 
or seriously injured, and if so, would this 
result in reflux of duodenal content with 
ascending infection?” If the operation is 
properly done, there will be no injury to 
the sphincter of Oddi. The sphincters of 
Oddi and Boyden guard the intramural 
and distal 1 cm. of the duct. By carefully 
measuring the distance from the papilla 
to the cut end of the duct, one can ac- 
curately strip the duct only to the begin- 
ning of the sphincter of Boyden. This is 
accomplished by subtracting 2 to 2.5 cm. 
from the length of the duct to be stripped. 
The difference between the length of the 
measured duct and the 2.5 cm. represents 
the length of the free everted duct lying 
within the duodenal lumen. 

Still another question is, “Will there be 
an injury to the pancreatic duct?’ The 
answer to this question again is “No.” 


a 
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About 40 to 50 per cent of the pancreatic 
duct enters the duodenum separately from 
the common duct, and if there is a com- 
mon opening the pancreatic duct is less 
than 1 cm. from the papilla. 

“Would duodenotomy be safe?’ Duo- 
denotomy has been practiced for many 
years with complete safety. 

It is believed that the operation will 
lessen the danger of injury to the portal 
vein, which has been a serious complica- 
tion in the hands of master surgeons. No 
claim is made that it will lessen the diffi- 
culties and complications surrounding the 
mobilization and preparation of the he- 
patic end of the duct. It is believed, 
however, that this procedure will expedite 
mobilization of the intrapancreatic portion 
of the common duct and will make it a 
less hazardous operation. 


SUMMARY 


The author presents a method for quick 
mobilization of the intrapancreatic por- 


Fig. 8.—Duct after everting and inverting. Photomicrograph shows 
some stripping of epithelium and slight fragmentation of muscles, 
Note that glands are intact. 


g 
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tion of the common bile duct which, in 
his opinion, will lessen the danger of in- 
jury to the portal vein and thus decrease 
the hazards of operation. The procedure 
consists of five steps, the technic of each 
being explained in some detail. 


RESUME 


L’auteur décrit une technique pour 
mobilisation rapide de la portion intra- 
pancréatique du cholédoque dans les opér- 
ations telles que la duodénostomie. D’aprés 
jue, sa technique diminue les dangers 
d’atteinte de la veine porte, complications 
sérieuses méme dans les mains de chirur- 
ciens passés maitres. 


ZUSAM MENFASSUNG 


Der Verfasser beschreibt ein Verfahren 
zur raschen Mobilisierung des intrapan- 
kreatischen Abschnitts des Choledochus 
bei Operationen wie Duodenostomose. 
Nach seiner Ansicht verringert diese 
Methode die Gefahr einer Pfortaderverlet- 
zung, die auch in den Haenden erfahrener 
Chirurgen eine schwerwiegende Kompli- 
kation darstellt. 


RESUMEN 


Se describe un procedimiento para la 
movilizacién rapida del colédoco en opera- 
ciones como la duodenostomia. En opinién 
del autor, esto disminuiraé el peligro de 
lesionar la vena porta, complicacién que 


GOOD: MOBILIZATION OF COMMON DUCT 


ha sido grave en manos de cirujanos 
magistrales. 


RIASSUNTO 


L’A, descrive un procedimento chirur- 
gico che permette la rapida mobilizza- 
zione della porzione intrapancreatica del 
coledoco nelle operazioni del tipo della 
duodenostomia. Egli pensa che venga 
cosi diminuito il pericolo di ledere la 
porta, complicazione assai grave anche 
nelle mani dei migliori chirurghi. 


SUMARIO 


O autor descreve um processo para 
rapida mobilizagaéo da porcao intrapan- 
creatica do coledoco em operacées tais 
como duodenostomia. Em sua opiniao, isso 
diminuri oaperigo de lesar a veia porta, 
o que tem sido uma complicacéo séria nas 
maos de grandes cirurgides. 
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ponent: Abortions: Too Many or 
Too Few? 


M. PIERCE RUCKER, M.D., L.L.D. 
RICHMOND, VIRGINIA 


HIS is no longer an idle question. 

With recent technics of hormone 

therapy many pregnancies are now 
salvaged that formerly would have ended 
in an inevitable abortion. It has long been 
known that collections of early embryos, 
such as the well known collection of the 
late Franklin P. Mall, contain a high per- 
centage of grossly deformed fetuses. It 
is also a fact that many of the very early 
conceptuses observed by Hertig and Rock 
have shown malformed membranes. Each 
of the 4 that they found on the anterior 
uterine wall had some form of maldevelop- 
ment. The following case well illustrates 
the question I have in mind: 


A white woman aged 38 consulted me on 
May 9, 1946, for habitual abortion. She had 
been referred by Dr. Joseph H. Phillips of 
Brookline. Her three previous pregnancies 
had terminated as follows: In February 1944, 
a year after marriage, she aborted at six 
months. This was attributed to her having 
fallen during the previous December. In April 
1945 she aborted at two months, and again in 
November of the same year. On both occasions 
the early fetuses were said to have been im- 
perfect. There had been no maternal compli- 
cations. Her referring doctor was the one in 
Boston who had attended her in her latest 
abortion, and he had already started diethyl- 
stilbestrol treatment. She had menstruated 
normally just thirty-five days prior to con- 
sulting me (April 4-7). 

She had a justo-minor pelvis, a blood pres- 
sure of 130 mm. of mercury systolic and 90 
diastolic, a negative blood Wassermann re- 
action, a red blood cell count of 3,900,000 per 
cubic millimeter, with 72 per cent hemoglobin, 
and a basal metabolic rate of plus 7. Physical 
examination revealed no abnormality. The 
uterus was soft, anteflexed and the size of a 
two months’ pregnancy. The diethylstilbestrol 

Read at the Sixteenth Annual Assembly of the United 
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was continued according to the schedule of 
Smith and Smith, and in addition she was 
given 1 cc. of lipolutein three times a week. 
There was a little vaginal staining on June 
22. The diethylstilbestrol was discontinued on 
October 1 and the lipolutein on November 
18. Her blood pressure readings had re- 
mained normal and her urine free from al- 
bumen and sugar. She had gained 264 pounds 
(12 Kg.) in weight. 

She went into labor on Jan. 5, 1947. The 
baby was in an R. O. P. position and was de- 
livered by a low forceps operation, after a 
labor lasting fifteen hours and forty-six 
minutes, of a boy weighing 7 pounds and 15 
ounces 20 2/5th inches long. Both patients 
did well. On February 17 the results of post- 
partum examination were normal. The uterus 
was noted as small, and the baby weighed 
10 pounds and 2 ounces (4,586 Gm.). 

Thirteen months later the patient was again 
pregnant. She was given the same treatment, 
and again she had a normal pregnancy. On 
Nov. 7, 1948, eleven days before the expected 
date of her confinement, she went into labor 
and was delivered with outlet forceps, after 
a labor of two and one-half hours’ duration, 
of a macerated infant. There was moderate 
polyhydramnios. The baby had a small mouth, 
a short nose, straight slit eyes and short fore- 
arms with both radii absent. There was a 
questionable meningocele over the sacrum. No 
autopsy was performed. The mother made an 
uneventful recovery. 

Another patient framed her question 
somewhat differently. Her first 2 children 
were normal and healthy. The next 2 preg- 
nancies ended in early abortions. Next 
she had a hypdrocephelic child. She is 
anxious for another child and wishes to 
know whether she should try again. Wit1 
her, it is a very practical question, for she 
is a person who does not become pregnant 
unless she takes thyroid extract. 

Definition—A spontaneous abortion is 
an unaided expulsion of the product of 
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conception before the child is viable. The 
definition does not specifically mention 
uterine pregnancy, but ectopic pregnan- 
cies are not included in this study. What 
about hydatidiform moles and blighted 
ova? Not infrequently one encounters an 
unruptured sac that contains only clear 
fiuid. These are included as abortions. On 
the other hand, if no evidence of the ges- 
tational sac is found, the case is not 
counted, although I believe a great num- 
ber are cases of early abortion. It is 
known that laboratory animals will ab- 
sorb an early fetus without leaving a trace 
when the mother is deprived of vitamins 
A and E. 

In the past few generations there has 
been a tremendous change in the attitude 
of the public towards reproduction. This 
is indicated, in the first place, by more 
people seeking treatment for sterility. In 
the second place, they seek advice earlier 
in pregnancy, and in the third place, 
physicians are not besieged by persons 
who want them to perform abortions for 
which there are no medical indications. 
Septic abortions in private practice have 
become quite rare, and when abortion 
threatens the patient is anxious to go to 
the hospital for treatment. For these rea- 
sons it is an opportune time to look into 
this question. One now can count with 
more certainty on the spontaneous origin 
of the abortion. 

For the purpose of attempting to an- 
swer these two questions, 3,624 consecu- 
tive cases of pregnacy observed since 
November 1947 have been reviewed. As 
a matter of convenience, the date deter- 
mined upon was that of the beginning of 
a new code book, when some new data 
was added to the code. The information 
put upon the punch cards was taken di- 
rectly from the history, and no attempt 
was made to correct the history from some 
report or copy of the birth certificate. 
This accounts for the varying numbers 
in the several tables. If the age of the 
patient had been left off, it did not invali- 
date the information about her family 
history, ete. 

As to the efficiency of the newer treat- 
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ment of threatened abortion with large 
doses of diethylstilbestrol with or without 
lutein, I have the distinct impression that 
it is of therapeutic value, but this is diffi- 
cult to prove statistically with so small 
a series. Such questions as duration of 
treatment, how early the treatment was 
begun and whether or not any prophy- 
lactic treatment was undertaken require 
many more cases than I have at my dis- 
posal. My tabulation cards show that in 
14 per cent of 141 cases in which unex- 
plained vaginal bleeding in the first half 
of pregnancy, had led to a diagnosis of 
threatened abortion, the abortion actually 
occurred. 

The effect of the patient’s age on the 
frequency of abortion in this series is 
shown in Table 1. It can be seen at a 
glance that the rate increased progres- 
sively with the age of the patient and 
quite decidedly after the patient reached 
30 years of age. 


TABLE 1.—Correlation Between Age of Patient 
and Frequency of Abortion 
Age of 


Per 
Patient Total Abortions Cent 
19 and under 1 8 


TABLE 2.—Number of Previous Children and 
Percentage of Abortions . 
er 


Patient Total Abortions Cent 


Nullipara 


The correlation between the number of 
previous children and the frequency of 
abortion is shown in Table 2. Here the 
increase in the percentage of abortions is 
not so consistent or so decided as that 
associated with the age of the patient. 
However, in patients with a history of 
abortion the picture is quite different. In 
women with no such history the percent- 
age of abortions was 5.7. More than 12.5 
per cent of those who had had one abor- 
tion, aborted. Seventeen per cent of the 
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women who had aborted twice, aborted 
at their next pregnancy. For higher num- 
bers of previous abortions the percentages 
are equally high, but the cases are too 
few to be statistically significant. Of 46 
patients who were treated for sterility and 
became pregnant, 5 aborted. This suggests 
that some of these patients were not pro- 
ducing as good ova as their more fertile 
sisters. 


TABLE 3.—Correlation of Number of Previous 
Abortions and Likelihood of Abortion 


er 
History Total Abortions Cent 
No previous abortions. ..3,251 5.7 
1 previous abortion 
2 previous abortions 
3 previous abortions 
4 previous abortions 
7 previous abortions 


TABLE 4.—Correlation of Type of Menstruation 
and Frequency of Abortion 
Character of Per 
Menstruation Total Abortions Cent 

116 6.3 
17 
Either too short or 
too long 
Early onset (under 
13 years) 
Late onset (over 14 
years) 
Dysmenorrhea 
Leukorrhea 


TABLE 5.—Influence of History of Certain 
Common Diseases on Frequency of 
Abortion 


Per 
Total Abortions Cent 
Normal 7 23 6.8 
Tuberculosis 
Cancer 
Diabetes 


Family History 


The correlation between the character 
of menstruation and the likelihood of 
abortion is shown in Table 4. Eleven per 
cent of 60 women who menstruated at 
intervals longer than thirty-one days 
aborted, and 16.6 per cent of 54 women 
who menstruated at intervals of fewer 
than 26 days aborted. In the table these 
were grouped together for statistical pur- 
poses and formed a group of 114, of whom 
13 aborted. The patients who menstru- 
ated at totally irregular intervals, some- 
times too early and sometimes too late, 
had an abortion rate of 9.6 per cent. 
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Apparently it would appear that a his- 
tory of such common diseases as tubercu- 
losis, diabetes and cancer in the family 
plays no significant role in spontaneous 
abortion. Hartman and Kennedy at the 
Mayo Clinic (J. Pediat. 38:306, 1951) re- 
ported that 5.4 per cent of 149 mothers 
who had illnesses in the first trimester 
of pregnancy in 1948, showed congenital 
anomalies in the offspring. In the same 
period 1,080 mothers who were not ill 
in the first trimester of pregnancy gave 
birth to 57 such infants, or 5.2 per cent. 
My records do not throw any light upon 
this aspect of the question, as there are 
no records of illnesses at this time. 

Eleven major deformities were observed 
in my 3,624 cases, including the mon- 
golian idiot already mentioned, and 6 
minor deformities; a total of 17, with 14 
women involved. The ages of these women 
varied from 18 to 42. 

The major abnormalities were as fol- 
lows: mongolian idiocy, 1; acephaly, 1; 
hydrocephaly, 2; spina bifida, 3; inience- 
phaly, 1 (the iniencephalus was born at 
six months); malformation of the heart, 
proved at autopsy, 1; and gross defects of 
the anterior abdominal wall, 2 (observed 
in 1 full-term infant and 1 four-months’ 
fetus. The minor deformities were club- 
foot in 1 case, cleft palate in 3, syndactyl- 
ism in 1 and pyloric stenosis in 1). 

Four of the 14 women involved had been 
threatened with abortion and treated with 
diethylstilbestrol. It is disconcerting that 
these 4 gave birth to offspring with 
major deformities. 


SUMMARY 


An attempt is made to answer two ques- 
tions: 1. Should one try to prevent a 
spontaneous abortion otherwise than by 
good nursing care and bed rest? 2. What 
is the risk of the patient’s having a de- 
formed baby? 

Statistical evidence is advanced to show 
that the risk of abortion increases with 
advancing age. There is a significant in- 
crease in the abortion rate when there 
is a history of one or more abortions. A 
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history of irregular mentruation is less 
significant. In some of these cases of 
threatened abortion the fetus was seri- 
ously deformed. Fortunately, my cases 
were too few to answer this question cate- 
gorically. The question, however, is a seri- 
ous one to a woman well advanced in age, 
who has aborted several times, especially 
if a deformed fetus has developed. 


RESUME 


L’auteur tente de répondre a ces deux 
questions a savoir: lo doit-on faire des 
efforts pour empécher un avortement spon- 
tané autrement que par de bons soins et 
le repos au lit? 20 quel risque s’ensuit-il 
d’avoir un bébé mal conformé? 

Les stastiques. prouvent que le danger 
d’avortement augmente avec |’age; de 
méme qu’avec une patiente ayant déja une 
histoire d’avortements antérieurs. Une 
menstruation irréguliére a moins d’im- 
portance. I] y ent quelques cas de malfor- 
mations foetales. Mon expérience per- 


sonnelle est trop restreinte pour répondre 
a ceci. Le probléme est cependant grave 
chez une femme avancée en Age avec 
plusieurs avortements antérieurs et avec 
des foetus mal conformés. 


RESUMEN 


Se intenta contestar dos preguntas: (1) 
i Prodria prevenirse un aborto espontaneo 
de otra manera que con reposo en cama 
y el cuidado de una buena enfermera? (2) 
,Cual es el riesgo de tener un nifio de- 
forme? 

Se anticipa evidencia estadistica para 
mostrar que el riesgo de aborto aumenta 
con el progreso de la edad. Existe un 
aumento de significacién en el indice de 
aborto cuando existen antecedentes de uno 
0 mas abortos. Tiene menos significacién 
el antecedente de menstruacién irregular. 
En algunos de estos casos de aborto in- 
minente estaba el feto seriamente de- 
formado. Para contestar categéricamente 
esta pregunta fueron afortunadamente 
pocos los casos del autor. Sin embargo, el 
problema es serio para una mujer de edad 
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muy avanzada que haya abortado varias 
veces, especialmente si ha tenido lugar un 
feto deformado. 


RIASSUNTO 


Nel lavoro si tenta di rispondere a due 
domande: 1. E’ possibile prevenire 
l’aborto spontaneo in altro modo che con 
le buone cure mediche ed igieniche e col 
riposo assoluto in letto? 2. Quali prob- 
abilita vi sono di avere un bimbo mal- 
formato? 

Dati statistici dimostrano che il rischio 
di abortire aumenta con |’avanzare dell’ 
eta. C’é, inoltre, un significativo aumento 
nella frequenza degli aborti in quelle 
gravide che abbiano abortito altre volte; 
meno importanza, vice versa, va data 
alla notizia di irregolarita mestruali pre- 
cedenti. 

In alcuni casi di minaccia d’aborto il 
feto presentava gravi malformazioni. Lo 
scarso numero di casi capitati alla sua 
osservazione vieta all’Autore, tuttavia, di 
dare una risposta esauriente a tale ques- 
tione che, perd, é molto seria per una 
donna gia avanzata in eta che abbia abor- 
tito parecchie volte, specialmente se poi 
qualche feto era malformato. 


ZUSAM MENFASSUNG 


Es wird ein Versuch gemacht, die fol- 
genden beiden Fragen zu beantworten: 
1.) Soll man versuchen, einen spontanen 
Abort auf andere Weise als durch gute 
Pflege und Bettruhe zu verhueten? 2.) 
Wie gross ist das Risiko, ein entstelltes 
Kind zu bekommen? 

Die Statistik wird herangezogen, um zu 
zeigen, dass das Risiko des Aborts mit . 
zunehmendem Alter waechst. Ein deut- 
liches Ansteigen der Abortquote liegt vor, 
wo ein oder mehrere Aborte vorange- 
gangen sind. Die Anamnese_ unregel- 
maessiger Menstruationen ist von gerin- 
gerer Bedeutung. In manchen dieser 
Faelle drohenden Abortes war die Frucht 
schwer enstellt. Gluecklicherweise war 
die Anzahl der Faelle des Verfassers zu 
gering, um eine endgueltige Beantwortung 
der Frage zu erlauben. Die Frage ist aber 
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von Bedeutung fuer eine Frau vorge- 
schrittenen Alters, die mehrere Male abor- 
tiert hat, besonders wenn sich eine ent- 
stellte Frucht entwickelt hat. 


SUMARIO 


Uma tentativa é feita para responder 2 
questées: Deve ser feita a tentativa de se 
evitar um aboérto expontaneo por outro 
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no leito? Qual é 0 risco de ter uma crianga 
deformada? 

Demonstracfo estatistica é exposta para 
mostrar que o risco de aborto aumenta 
com a idade avancada. Ha um significativo 
aumento na taxa de aborto quando ha uma 
historia de um ou mais aboértos. Uma 
historia de menstruacao irregular é menos 
significativa. Em alguns desses casos de 
ameaca de aborto o féto estava seriamente 


modo que por béa enfermagem e repouso  deformado. 





First Meeting 
of the 
French Chapter 


of the 
International College of Surgeons 


Bordeaux, France, May 13, 14 and 15 


The first meeting of the French Chapter will be officially opened 
at 10:30 a.m., Tuesday, May 13, 1952, by Prof. Dr. Raymond Darget, 
President of the French Chapter, and Prof. Dr. Georges Portmann, 
Dean of the Faculty of Medicine, Bordeaux. 

The opening session will be immediately followed by a reception 
at the Hotel de Ville, given in honor of the visiting surgeons by M. 
Chaban Delmas, Deputy Mayor of Bordeaux. 

On May 13 and 14, Operative Clinics will be presented at Bordeaux 
Hospitals and Clinics: 

1. Surgery of the Base of the Tongue—Prof. Georges Portmann 

. Malignant Tumors of the Bladder and Radium Therapy Sur- 
gical Enervation of the Bladder—Prof. Dr. Raymond Darget 

. Vascular Surgery—Prof. Jean Massé 

. Cancer of the Esophagus, Esophagectomy and Esophagoplasty 
—Prof. Robert Dufour 
Neurosurgery and Bone Surgery—Prof. Dr. Louis Pouyanne 

. Gynecologic Operations—Prof. Dr. J. Magendie 

. Ophthalmic Surgery—Prof. Dr. Jean Beauvieux 

. Thoracic and Gastric Surgery—Dr. Georges Mare Dubourg 

. Radium Treatment in Cancer Surgery—Prof. Dr. Albert 
Lachapéle 

In addition to the open sections of the meeting, papers on the 
following special themes will be presented: 

1. Arterial Hypertension—Its Diagnosis and Treatment 

2. Surgical injury of the Ureter 

3. Laminectomy and Vertebral Grafts 

For complete information, please write to Prof. Dr. Raymond 
Darget, 17, rue Castéja, Bordeaux, France. 
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Lymphoma of the Spleen 
Report of a Case 


KENNETH C. SAWYER, M.D., ann WILLIAM A. H. RETTBERG, M.D. 
DENVER, COLORADO 


FRANKLIN J. McDONALD, M.D. 
LEADVILLE, COLORADO 


EDICAL literature reveals a def- 
M inite scarcity of patients with 

primary malignant tumors of the 
spleen. In a recent article Gordon and 
Paley! stated that only 189 primary 
malignant splenic tumors had been re- 
ported. Moreover, they determined that 
just 42 of these 189 were lymphosar- 
comas. The remainder were mainly fibro- 
sarcomas, spindle cell sarcomas, endo- 
theliomas and angiosarcomas. Thus, it is 
evident that malignant lymphoma of the 
spleen is a rare pathologic entity. 

In discussing the prognosis, Gordon and 
Paley! found that a splenectomy had been 
performed in only 58 patients with pri- 
mary splenic malignant tumors because in 
many cases the lesions were too far ad- 
vanced and in many others the diagnosis 
was made at autopsy. They stated that “11 
died immediately postoperatively, 14 died 
of recurrences and 33 were alive and well 
for varying periods following operations.” 


REPORT OF CASE 


A white woman aged 69 had noted some 
generalized weakness for the past year. On 
admission to the hospital she complained of 
abdominal enlargement of three months’ dur- 
ation, accompanied by distressing gas pains 
in the left upper abdominal quadrant for five 
days. The pain was rather sharp and constant 
and required medication. The patient began 
vomiting two days prior to admission. She 
had been aware of occasional swelling of the 
ankles and stated that her blood pressure had 
been elevated for six years. She had lost 40 
pounds (18.1 Kg.) in the past five years. 

Physical examination revealed the patient 
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to be moderately obese. She was 62 inches tall 
and weighed 142 pounds (64.4 Kg.) The blood 
pressure in millimeters of mercury was 140 
systolic and 80 diastolic; the pulse rate was 
90, and a grade 2 blowing, apical systolic 
murmur was present. Moderate thickening of 
the arteries was noted. 

The paramount observation was an ex- 
tremely large spleen that extended from the 
left costal margin to the pelvis and from the 
left flank to the midline. It was firm but not 
tender. Slight pitting edema of the ankles 
was present. Pelvic examination was unsatis- 
factory because the large splenic mass ex- 
tended into the pelvis. 

Laboratory Data.—The blood count revealed 
4,150,000 erythrocytes per cubic millimeter. 
The hematocrit reading was 36 volumes per 
cent; the value for hemoglobin was 12.6 Gm. 
There were 3,450 leukocytes per cubic milli- 
meter of blood, of which 60 per cent were 
mature lymphocytes, 8 per cent immature 
lymphocytes, 23 per cent segmented cells, 2 
per cent metamyelocytes, 2 per cent eosino- 
phils, 1 per cent basophiles and 4 per cent 
monocytes. The value for urea nitrogen was 
32 mg. per hundred cubic centimeters. Uri- 
nalysis revealed a specific gravity of 1.031; 
there was no albumin or sugar; there were 
40 to 50 white blood cells, an occasional red 
blood cell, many epithelial cells and 1 hyaline 
cast. Platelets (Dameshek) numbered 106,560 
per cubic millimeter. Clot retraction began 
in one hour and was incomplete in twenty 
hours. Venous coagulation and finger bleed- 
ing time were normal. The heterophile test 
gave negative results. The electrocardiogram 
was essentially normal. 

Bone marrow was aspirated with a needle 
from two different sites of the iliac crest, and 
good flecks of marrow were easily obtained. 
Microscopic examination of these flecks 
spread on cover glasses and stained with 
Wright’s stain showed only a slight increase 
in mature lymphocytes, but no evidence of 
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“packing” such as is seen in marrow in some 
cases of lymphogenous leukemia. Myeloid and 
erythroid elements were normal, and mega- 
karyocytes were normal (megakaryocytic ab- 
normalities such as are seen in purpura 
haemorrhagia were lacking). 

Roentgen Studies.—A roentgenogram of the 
chest demonstrated moderate generalized 
cardiac enlargement with left ventricular 
hypertrophy. The lungs were normal except 
for a developmental anomaly of an azygos 
lobe. Abdominal films demonstrated a large 
soft tissue mass extending from the left 
upper abdominal quadrant into the pelvis, 
“presumably enlarged spleen, although there 
is nothing diagnostic from a roentgen view- 
point to assume this definitely. Moderate 
marginal hypertrophic arthritis of lumbar 
spine.” A supplemental fluoroscopic study of 
the right side of the chest after administra- 
tion of barium revealed the stomach markedly 
displaced to the right by the intra-abdominal 
tumor. 
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Preoperative Conclusions.—In view of this 
essentially normal marrow, there being no 
abnormally enlarged lymph glands, no roent- 
gen evidence of mediastinal enlargement, no 
evidence of abnormal bleeding tendency and 
no cutaneous lesions, but only a tremendous 
spleen, the diagnosis of some primary splenic 
neoplasm was considered. The peripheral blood 
showed normocytic normochromic anemia, a 
slight decrease in platelets and neutropenia. 
These observations were consistent with 
“hypersplenism” secondary to the _ splenic 
tumor. The patient was fair-skinned, but 
there was no evidence of icterus. Eight per 
cent of the peripheral circulating lymphocytes 
were immature, and a preoperative diagnosis 
of lymphocytic lymphoma of the spleen was 
established. In one-third of the cases of 
lymphogenous lymphoma a leukemic blood 
picture is observed as the disease progresses, 
but a malignant lymphoma may be unicentric, 
and surgical removal of the tissue in which 
the neoplasm first makes itself evident is in- 


Fig. 1—Gross specimen, demonstrating primary tumor in spleen and accessory spleen which showed 
an identical pathologic picture. 
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Fig. 2.—Photomicrograph of primary splenic lymphoma. 


dicated provided generalized systemic in- 
volvement cannot be demonstrated.? 

Operation.—With the use of pentothal so- 
dium and cyclopropane-oxygen anesthesia, the 
abdomen was opened through a left rectus in- 
cision, which was extended laterally. The 
spleen was greatly enlarged and occupied a 
large portion. of the abdominal cavity. The 
splenic vessels were markedly dilated. The 
pedicle of the spleen was clamped, divided 
and ligated in three separate portions. ‘The 
huge spleen was then removed. The tail of the 
pancreas was visualized and protected. There 
was one small accessory spleen, which was 
removed. The regional lymph nodes were 
excised. The patient had a pseudomucinous 
cystadenocarcinoma of the left ovary, so a 
left oophorectomy was performed. The ab- 
domen was closed in layers with fine catgut 
and deknatel. 

Postoperative Course.— The postoperative 
course was uneventful. The blood platelets 
numbered 817,600 two days after operation 
but soon leveled off to approximately 350,000. 
The patient was dicumarinized for probable 
phlebothrombosis, which subsided, and was 
discharged ambulatory on the eighteenth post- 
operative day. She was checked at intervals 


of three to four months after splenectomy. 
She felt completely well and on May 4, 1951, 
two hundred and fifty-three days after the 
operation, her weight had increased to 164 
pounds (74.4 Kg.). She was afebrile, and 
physical examination, including roentgen ex- 
amination of the chest, showed no abnormali- 
ties. Routine blood studies on the same day 
showed the value for hemaglobin to be 15.6 
Gm. (107.5 per cent). There were 5,150,000 
erythrocytes and 9,000 leukocytes per cubic 
millimeter of blood, the differential count re- 
vealing 48 per cent segmental cells, 6 per cent 
band cells, 1 per cent eosinophils, 3 per cent 
basophils, 4 per cent monocytes and 43 per 
cent mature lymphocytes. The stained blood 
smear showed normal cells and a normal num- - 
ber of platelets. The patient remained well 
until July 1951, approximately eleven months 
after the operation when she died of cerebro- 
vascular accident. A careful postmortem ex- 
amination failed to reveal any evidence of 
malignant tumor, either primary or meta- 
static. 

Pathological Examination.—Specimen No. 1 
(Fig. 1) consisted of a spleen weighing 4,160 
Gm. and measuring 36 cm. in length, 21 cm. 
in width and 11 cm. in depth. It was accom- 
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panied by 740 Gm. of free blood. The spleen 
was intact. No adhesions were noticed on the 
capsular surface. The antihilar surface pre- 
sented several~ irregular areas that were 
grayish pink and slightly raised. They meas- 
ured between 2.5 and 5 cm. in their greatest 
diameter. These irregular, slightly lighter 
areas were firmer to palpation than was the 
remainder of the splenic surface. The cut 
surface presented a reddish, meaty, homoge- 
neous architecture and was heavily studded 
by small islands of yellowish fatty tissue, 
each island measuring approximately 1 to 2 
mm. in diameter. The cut surface, in the 
areas corresponding to the raised hardened 
plaques described as appearing on the cap- 
sular surface, showed irregular areas of 
homogeneous light tan to pink material. They 
were firmer than the remainder of the paren- 
chyma. The previously described islands were 
not present in these irregular areas, which 
varied in size from 2 to 4 cm. (4 sections of 
spleen). 

Specimen No. 2 (Fig. 1) was a spleen 
weighing 19 Gm. This accessory spleen meas- 
ured 3.5 by 2.5 by 2.5 cm. Its capsular sur- 
face presented no noteworthy changes. The 
cut surface of the accessory spleen showed 
essentially the same architecture as has been 
described for the larger specimen: A homoge- 
neous, reddish, meaty architecture with many 
islands of light pale tan tissue 1 to 2 mm. in 
diameter. Sections of the accessory spleen 
were cut in triangular pattern, in contradis- 
tinction to the larger spleen, which was cut in 
quadrangle. 

Specimen No. 3 was an ovary weighing 36 
Gm. and measuring 5 by 4 by 3.5 cm. The 
surface was roughly lobular; the capsule, 
however, was smooth and glistening. At one 
pole was a hemorrhagic cystic structure meas- 
uring 1.5 cm. in: diameter. Multiple cross 
sections of the ovary revealed the capsule to 
be intact. There were no excrescences on the 
surface and no perforations. Architecturally 
the ovary was composed of an exceedingly 
friable, brainy type of tissue resembling papil- 
lary excrescences. No definite cystic areas 
were observed. 

Specimen No. 4 was a small nest of nodular 
tissue aggregating 1.5 by 2.5 cm. There were 
approximately 8 or 9 small nodules in the 
group, the largest being 1.5 by 1 cm. Mul- 
tiple cross sections of these nodules showed 
an architecture resembling that of a lymph 
node, with prominent islands of light tan tis- 
sue measuring 1 to 2 mm. in diameter. (4 


336 


MARCH, 1952 


sections large specimen; 1 section accessory 
spleen; 1 section ovary; 2 sections lymph 
nodes.) 

Sections of the spleen (Fig. 2) revealed 
prominent, well demarcated but markedly 
enlarged lymph follicles presenting large ger- 
minal centers and bordering smaller lympho- 
cytes. The architectural pattern of the sinu- 
soids was retained, and the sinusoids were 
filled with small round cells, reticuloendo- 
thelial cells and a moderate number of neutro- 
phils. Sections of lymph node revealed re- 
tention of follicular pattern but markedly 
enlarged lymphoid follicles presenting his- 
tologic changes essentially like those observed 
in the spleen and the accessory spleen. There 
were several large, well demarcated ischemic 
infarcts of the spleen. The cystic ovary pre- 
sented prominent anaplastic papillary proc- 
esses growing, for the most part, into the 
cyst but invading the cyst wall. The changes 
were consistent with grade 2 to grade 3 
anaplasia. 

Diagnosis.—The diagnosis was as follows: 

1. Lymphoma, giant follicular, of spleen 
(4,160 Gm.), and accessory spleen (19 Gm.). 

2. Giant follicular lymphoma, regional 
lymph nodes. 

3. Infarctions, multiple, spleen, associated 
with 1. 

4. Adenocarcinoma, papillary, serous cystic, 
of left ovary (Grade 2 to Grade 3). 


SUMMARY 


A case of primary lymphoma of the 
spleen is presented. Of additional inter- 
est in this case was the fact that an 
identical pathologic picture was observed 
in the small accessory spleen. A number 
of regional lymph nodes also were in- 
volved. An adenocarcinoma of the left 
ovary was discovered incidentally at the 
time of operation and was removed. The 
69-year-old patient survived the removal 
of a huge (4,160 Gm.) spleen, made an 
uneventful recovery after the operation 
and was well until she died of a cerebro- 
vascular accident eleven months later. 
Autopsy failed to demonstrate any evi- 
dence of primary or metastatic malignant 
disease. 

RESUME 


C’est la présentation d’un cas de lym- 
phome primitif de la rate. Ce qui double 
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Yintéret de ce cas, c’est que la méme 
lésion existait dans une rate accessoire. 
Quelques ganglions régionaux étaient 
aussi impliqués. Au moment de |’opéra- 
tion, on trouva un adéno-carcinome de 
Yovaire gauche que l’on enleva. La pa- 
tiente agée de 69 ans survécut a la splén- 
ectomie (une rate énorme de 4,160 grms) 
avec l’évolution post-opératoire normale. 
Elle resta bien pendant 11 mois pour 
mourir ensuite d’un accident cérébro- 
vasculaire. L’autopsie fut faite: on ne 
trouva aucune tumeur primitive ni métas- 
tase. 
ZUSAM MENFASSUNG 


Es wird ein primaeres Lymphon der Milz 
vorgestellt. Von besonderem Interesse in 
diesem Falle ist die Tatsache, dass ein 
gleichartiges pathologisches Bild in einer 
kleinen Nebenmilz beobachtet wurde. Auch 
ein Anzahl regionaerer Lymphknoten war 
befallen. Waehrend der Operation wurde 
zufaellig ein Adenokarzinom des linken 
Eierstocks entdeckt und entfernt. Die 69- 


jaehrige Kranke ueberlebte die Resektion 
einer sehr grossen Milz (4160 g), erholte 
sich nach der Operation ohne Zischen- 
faelle un befand sich wohl, bis sie elf 
Monate spaeter einem Gehirnschlag erlag. 
Die Obduktion ergab keinerlei Anzeichen 


einer primaeren oder  metastatischen 


Krebserkrankung. 


RESUMEN 


Se presenta un caso de linfoma esplénico 
primario. En este caso es ademas intere- 
sante el hecho de haberse observado un 
cuadro patolégico idéntico en el pequefnio 
bazo accesorio. U nimero de linfoglandu- 
las regionales se encontraba también com- 
plicado. Se descrubrié en el momento de 
la operacién un adenocarcinoma ovarico 
izquierdo, que fué extirpado. La paciente 
de 69 afios de edad sobrevivi6é a la extir- 
pacién de un bazo enorme (4,160 gm.), 
convaleciendo sin contratiempo y con- 
tiuado bien hasta su fallecimiento por un 
accidente cerebrovascular once meses des- 
pués. No se encontroé a la autopsia evi- 
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dencia alguna de cancer primario o 
metastasis. 
RIASSUNTO 


L’A. presenta un caso di linfoma 
primitivo della milza. Interessante il fatto 
che le stesse alterazioni furono osservate 
in una piccola milza succenturiata; pure 
coinvolte alcune linfoghiandole regionali. 

Durante l’operazione fu inoltre casual- 
mente scoperto, ed asportato, un adeno- 
carcinoma dell’ovaio sinistro. 

La P., sessantanovenne, sopravvisse 
all’asportazione della enorme milza (Kg. 
4,160), ebbe un tranquillo decorso post- 
operatorio e rimase in ottima salute fino 
alla sua morte improvvisa per ictus 11 
mesi pit tardi. 

L’autopsia non rinvenne alcuna neo- 
plasia, primitiva o metastatica. 


SUMARIO 


Foi apresentado um caso de linfoma do 
baco. Constituiu interesse adicional neste 
caso o fato de que um quadro patologico 
identico foi observado em um _ pequeno 
baco acessorio. Certo numero de ganglios 
linfaticos regionais tambem estava en- 
volvido. Um adenocarcinoma do ovario 
esquerdo foi descoberto acidentalmente ao 
tempo da operacéo e removido. O paciente 
que contava 69 anos de idade sobreviveu 
a4 extirpacéo de um enorme (4,160 Gm.) 
baco com um posoperatério sem incidentes 
e permaneceu em boas condicdes até onze 
mezes apds quando um acidente cerebro- 
vascular o vitimou fatalmente. A autdépsia 
nao revelou evidencia de enfermidade 
maligna primaria ou metastatica. 


REFERENCES 


1. Gordon, J. D., and Paley, D. H.: Primary 
Malignant Tumors of the Spleen, Surgery, 29: 
907-913, 1951. 

2. Gall, E. A., and Mallory, T. B.: Malignant 
Lymphoma: A Clinico-Pathologic Survey of 618 
Cases, Am. J. Path. 18:381, 1942. Gall, E. A.: 
The Surgical Treatment of Malignant Lymphoma, 
Ann. Surg. 118:1064, 1943. Craver, L. F.: Lym- 
phomas and Leukemias, Bull. New York Acad. 
Med. 23:79, 1947. 





Concomitant Splenectomy and Gastrectomy 


SPENCER W. NORTHUP, M_LD., F.A.C.S.. COMMANDER MC, USNR 
OAKLAND, CALIFORNIA 


HE spleen has been and continues to 
be of interest to physicians and sur- 
geons. The layman’s usual concept of 
the spleen is embodied in the phrase 
“giving vent to his spleen,” which sug- 
gests a function of the organ closely re- 
lated to strong emotions. As a medical 
student one may learn how well the body 
economy functions without a spleen, and, 
even though some of the activities of the 
spleen are known, the literature is replete 
with speculations concerning numerous 
accessory activities. 

It is the purpose of this article to re- 
view briefly the anatomic and physiologic 
aspects of the spleen, to enumerate the 
indications for its removal and to add in- 
dications and contraindications for con- 
comitant splenectomy and gastrectomy. 

The first successful splenectomy is 
veiled in antiquity. Numerous authors 
(Pugh, Krumbhaar and others') have 
traced the history of splenectomy from as 
far back as 23 A.D. Legend has it that 
marathon runners in the last century 
B.C. used to have their spleens removed 
“to improve their wind.” 

Be that as it may, the first splenectomy 
done in modern times was that credited 
by Fowler? to the French surgeon, Pean, 
in 1880. Gradually, as the operation be- 
came less hazardous, it was performed for 
a multiplicity of diseases until well-defined 
indications and contraindications for the 
splenectomy became evident. 

The first indication’ of the spleen ap- 
pears as a slight elevation on the left 
border of the dorsal mesogastrium at the 
end of the first month of fetal life. At 
three months the spleen acquires its char- 
acteristic form.* Until the end of the sixth 
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month it is essentially a hematocyto- 
poietic organ. It then surrenders erythro- 
cyte formation to the red bone marrow 
and lymphocytogenesis to the lymph 
nodes. It persists thereafter as more or 
less of a fetal remnant, keeping only a 
measure of lymphocytogenesis and ery- 
throcytophagia. The latter function, the 
ingestion of senile red corpuscles, is ac- 
complished through the agency of large 
mononuclear phagocytes, the splenic mon- 
ocytes, derived from the reticuloendothe- 
lial system. In the absence of the spleen 
these functions are carried on by lymph 
nodes and bone marrow. 

It is interesting that the spleen so well 
illustrates the law of recapitulation (on- 
togeny recapitulates phylogeny). It is 
absent in the amphioxus but functions to 
produce lymphocytes in the cyclostomes, 
even being grouped about the midgut. In 
the lung fishes these lymphoid aggrega- 
tions become grouped on the stomach wall 
in a manner similar to the mesogastric 
swelling of the month-old mammalian 
embryo. In the elasmobranch and teleost 
fishes the spleen occurs as a sharply cir- 
cumscribed mass of lymphocytes attached 
to the mesentery. In anuran amphibia the 
spleen is still the sole hematopoietic organ 
(exclusive of the thymus), although pre- 
mature lymph nodes have appeared in the 
pharynx, the axilla, etc. 

In reptiles, birds and mammals the 
spleen has surrendered its phylogenetic 
functions largely to the red bone mar- 
row.°? 

“The spleen increases in weight® from 
17 Gm. or less during the first year to 
170 Gm. at 20 years, and then slowly de- 
creases to 122 Gm. at 76 to 80 years. 

“Variations of weight of adult spleens 
are from 100 to 250 Gm. The size of the 
spleen is increased during and after diges- 
tion and varies according to the state of 
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nutrition of the body, being large in well- 
fed and small in starved animals.” 

The spleen is the largest mass of lym- 
phoid tissue in the body, but, unlike other 
collections of this tissue which are inter- 
posed in the lymph stream, the spleen is 
inserted in the blood stream.’ 

It is covered by a thin, elastic capsule, 
and branching and anastomosing continu- 
ations of the capsule, called trabeculae, 
penetrate and support the organ. The cap- 
cule and trabeculae are composed of elastic 
and collagenous connecting tissue and in 
man contain smooth muscle in small 
croups or long cords. 

The splenic tissue between trabeculae 
is composed of typical lymphatic tissue, 
or white pulp, and atypical lymphatic 
tissue, or red pulp. The arteries are closely 
connected with the white pulp and the 
veins with the red pulp. 

In the meshes of the red pulp are many 
lymphocytes, free macrophages, and all 
of the elements of circulating blood. The 
nongranular leukocytes are the most 
numerous of these free cells. Among them, 
small, medium and large lymphocytes and 
monocytes are present in great numbers. 
The free macrophages are similar to those 
of the lymphatic tissue and are round or 
irregular cells with large vesicular nuclei 
and much cytoplasm, which often contains 
engulfed particles, mainly erythrocytes, in 
various stages of digestion. 

Thus the red pulp is a modified form 
of lymphatic tissue, heavily infiltrated 
with all the cells of the circulatory blood. 

The white pulp consists of a reticular 
network forming a sheath about the ar- 
teries, which sheath is filled with free 
lymphocytes distributed to form diffuse 
and nodular lymphatic tissue and contain- 
ing many fixed macrophages. 

The fetal activities of this organ have 
been mentioned, but several functions are 
also ascribed to the adult spleen. It is con- 
sidered to act (1) as a reservoir for red 
blood cells, and (2) as a sort of filter to 
remove dying or damaged erythrocytes 
from the circulating blood. 

Other hypotheses concerning its func- 
tions still under investigation are (1) that 
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the spleen liberates hormones which in- 
fluence the function of the bone marrow’*’; 
(2) that it serves as a storehouse for 
antibodies and therefore aids in resisting 
infection; (3) that it may act to conserve 
the supply of iron liberated from dying 
red blood cells, and (4) that it may manu- 
facture lymphocytes and monocytes, espe- 
cially under conditions of stress, e.g., in 
the presence of myeloid metaplasia of the 
spleen or pathologic states of the spleen 
itself. 

W. J. Mayo observed that the pathologic 
importance of the spleen is much greater 
than its physiologic importance.® 

The conditions for which splenectomy 
is an acceptable procedure today are (1) 
local disease or injury, such as rupture, 
cystic disease or abscess; (2) congenital 
hemolytic icterus; (3) acquired hemolytic 
icterus; (4) idiopathic thrombocytopenic 
purpura; (5) splenic pancytopenia and 
neutropenia (when these are primary, im- 
provement occurs in 80 per cent of cases; 
when they are secondary to rheumatoid 
arthritis, syphilis, cirrhosis, Gaucher’s dis- 
ease, Boeck’s sarcoid, malarial splenomeg- 
aly or leukemic splenomegaly,’ improve- 
ment occasionally takes place); (6) the 
need of a more radical gastric surgical 
procedure, and (7) the need of better 
exposure for operations in the left upper 
abdominal quadrant. Neoplasm has been 
omitted from this list because primary 
neoplasm of the spleen is rare and metas- 
tatic disease occurs in the spleen only in 
the presence of widespread carcinoma- 
tosis. 

The physiologic effects of splenectomy, 
aside from moderate secondary anemia, 
are minimal. It is notable that the yellow 
bone marrow changes to a red hyper- .- 
plastic type because of the lack of re- 
straining influence from the spleen. This 
apparently has no effect on the welfare 
of the patient. 

Lahey and Norcross’? added to the usual 
indications for splenectomy the two last 
mentioned, namely, (1) to make gastrec- 
tomy a more radical procedure and (2) 
to improve exposure in operations in the 
left upper abdominal quadrant. It is with 
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the concomitant gastrectomy and splenec- 
tomy that this paper is primarily con- 
cerned. 

In 1941 Lahey and Marshall'! wrote, 
“The occasional advantage of combining 
splenectomy with total gastrectomy is 
advocated when in this operation oozing 
from the splenic veins occurs, when with 
malignancy on the greater curvature it is 
desirable to undertake a wider removal, 
and particularly when an enlarged spleen 
so hampers exposure at the gastroeso- 
phageal junction that safe anastomotic 
suture can not be inserted under direct 
vision.” Furthermore, they stated, “its 
addition as a technical step in total gas- 
trectomy so adds to the ease with which 
the operation may be performed that it 
lessens rather than adds to the risk of the 
operation.” 

Since the appearance of Lahey’s report, 
there have appeared many references to 
the literature concerning concomitant 
total gastrectomy and splenectomy for 
malignant disease. The recommendation 
of a thoraco-abdominal approach to the 
upper part of the abdomen by Harper,'? in 
1947, suggested splenectomy. However, 
the majority of writers who mention this 
procedure either mention it only in pass- 
ing or mention it to say that they do not 
employ it.'% 

Meyer, Rose and Kozall'* stated, “It has 
not been routinely performed by most 
operators, including ourselves.” 

Scott and Longmire” stated, “The 
spleen was not removed routinely in this 
series of cases (63 gastrectomies), but 
splenectomy was done when the operator 
thought there was possibility of extension 
into the gastrosplenic ligament or when 
the splenic pedicle was damaged during 
the course of mobilization of the stomach.” 

In the opinion of Lahey we see excel- 
lent reasons for removal of the spleen in 
total gastrectomy. The position of sur- 
geons who reject the operation as a routine 
procedure has excellent support also. 
These objections, in brief, are (1) that 
carcinoma does not invade the spleen ex- 
cept in the presence of generalized metas- 
tatic disease, and (2) that thrombosis of 
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the splenic vein and/or the portal system 
and infarct of the liver are common and 
serious complications of splenectomy. 

Harman and Dacorso® have pointed out 
that the spleen contains no afferent lym- 
phatics and therefore is not exposed to 
lymphatic metastases; it becomes involved 
in hematogenous metastases only in the 
presence of generalized carcinomatosis. 

Up to 1946, normal spleens were re- 
moved in 70 cases at Massachusetts Gen- 
eral Hospital in connection with gastrec- 
tomy.!® Of these, 20 spleens were removed 
to facilitate the operation; in 12 instances 
the reason was not stated but probably 
was the same. Thirteen splenectomies 
were performed because of operative 
trauma; in 19 cases the tumor was ad- 
herent to the spleen or pedicle; and in 6 
the tumor involved the pancreas. The pa- 
tients in 18 of these 70 cases died within 
forty-five days of operation, and autopsy 
was performed on 17. Five showed throm- 
bosis of the splenic vein with more or 
less extensive involvement of the portal 
system, and in 1 case the condition even 
extended into the superior mesenteric 
vein, with resultant gangrene. In all of 
them hepatic thrombosis and infarcts were 
present. 

Finkelstein, in 1914, reported 53 cases 
of splenectomy with 16 deaths, 4 of which 
were due to thrombosis of the portal vein 
or the pulmonary artery. 

Davis and Sharp!’ stated, in 1938, 
“Splenectomy is the only type of opera- 
tion which predisposes to mesenteric 
thrombosis.” Many authors have written 
of the complication of mesenteric and 
portal thrombosis resulting from removal 
of the diseased spleen.’1* However, after 
splenectomy performed on dogs with nor- 
mal spleens, Schewedsky and Braitsef!*: 
demonstrated in 5 dogs a total increase in 
fibrogen and platelets. The coagulation 
time of the blood was also shortened, re- 
turning to normal about the fifteenth 
postoperative day. 

Coller, Blain, and Andrews* stated, 
“Mesenteric thrombosis is always a hazard 
of splenectomy and accounted for 2 out of 
10 postoperative deaths.” The following 
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changes in the blood are reputed to fol- 
low removal of the normal spleen: (1) 
increase in blood platelets (may persist 
for weeks or years); (2) leukocytosis 
(leukocyte count may reach 30,000 per 
cubic millimeter of blood); (3)  pro- 
nounced basophilic toxic granulations of 
neutrophils; (4) possible generalized 
lymph node enlargement and lympho- 
genesis, resembling infectious mononu- 
cleosis; (5) late and persistent, though 
moderate, eosinophilia, and (6) elevation 
of the sedimentation rate for a few 
months. 

The addition of splenectomy to total 
gastrectomy to facilitate the latter pro- 
cedure is an excellent technical advance. 
In view of the known complications of 
splenectomy and the physiologic altera- 
tions resulting therefrom, it should not 
be used as a routine procedure. This does 
not imply, however, that it should never 
be employed. 


SUMMARY AND CONCLUSIONS 


A brief presentation of the embryologic, 
physiologic and histologic character of the 
normal spleen is given. 

The usual indications for splenectomy 
are enumerated, and to these is added the 
use of splenectomy to facilitate gastrec- 
tomy. The dangers of this procedure are 
presented. In the author’s opinion sple- 
nectomy should not be routinely employed 
with total gastrectomy but should be re- 
served for those cases in which the splenic 
pedicle is involved in an extension of 
malignant disease from the stomach, or 
in order to control hemorrhage due to 
operative trauma. 


RESUME ET CONCLUSIONS 


L’auteur donne un bref apercu de 
’embryologie, la physiologie et l’histologie 
de la rate. L’auteur énumére les indica- 
tions opératoires de la splénectomies en 
y ajoutant son indication au cours de la 
gastrectomie avec ses dangers opératoires. 
D’aprés l’auteur, la splénectomie ne 
doit pas étre employée de facon routiniére 
au cours de la gastrectomie totale, mais 
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réservée seulement aux cas ou le pédicule 
est pris dans l’envahsisement ou quand 
il y a hémorragie. 


RESUMEN Y CONCLUSIONES 


Se hace una breve presentacién de los 
aspectos embriolégico, fisiolégico e his- 
tol6gico del bazo normal. 

Se enumeran las indicaciones ordinar- 
ias de la esplenectomia, agregando a estas 
la esplenectomia para facilitar la gastrec- 
tomia. Se presentan los peligros de este 
procedimiento. En opinién del autor, no 
debe emplearse la esplenectomia rutinaria- 
mente con la gastrectomia total, sino que 
debe reservarse para aquellos casos en los 
que el pediculo esplénico se encuentra 
invadido encierta extensidn por la en- 
fermedad maligna del est6émago, o para 
controlar la hemorragia debida a un 
trauma operatorio inadvertido. 


CONCLUSIONI RIASSUNTIVE 


Viene fornita una breve descrizione 
dell’embriologia, della fisiologia e della 
struttura istologica della milza normale. 

Vengono enumerate le comuni indica- 
zioni della splenectomia, e viene aggiunta 
quella della splenectomia per facilitare la 
gastrectomia. Indicatine i pericoli, ]’Au- 
tore afferma che tale tipo di splenectomia 
non deve essere eseguito abitualmente in 
ogni caso di gastrectomia, ma soltanto 
quando la neoplasia gastrica maligna sia 
gia estesa al peduncolo splenico, o per 
controllare l’emorragia dovuta ad un 
trauma operatorio accidentale. 


SUMARIO E CONCLUSOES 


Uma ligeira apresentacio dos aspetos ~ 
embriologicos, fisiologicos e histologicos 
do baco normal é dada. 

As indicagées usuais para esplenectomia 
sao enumeradas e a estes é adicionado o 
uso da esplenectomia para facilitar a 
gastrectomia. Os perigos desse processo 
sao apresentados. Na opiniao do autor a 
esplenectomia nao deve ser rotineiramente 
empregada com gastrectomia total, mas 
deve ser reservada para aqueles casos em 
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que o pediculo esplenico é envolvido em 
uma extenséo de doenca maligna do 
estomago ou em ordem a controlar a 
hemorragia devida a trauma operatorio 
inadvertente. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Es wird eine kurze Darstellung der 
Embryologie, der Physiologie und der His- 
tologie der normalen Milz gegeben. 

Die ueblichen Anzeigestellungen fuer 
die Milzresektionen werden aufgefuehrt 
unter Hinzufuegung ihrer Ausfuehrung 
zur Erleichterung der Magenresektion. 
Die Gefahren dieser Prozedur werden 
dargestellt. Nach Ansicht des Verfassers 
sollte die Entfernung der Milz nicht rou- 
tinemaessig bei der totalen Magenresek- 
tion vorgenommen werden, sondern nur 
fuer Faelle reserviert bleiben, wo ein 
Stiel der Milz in eine boesartige Erkran- 
kung des Magens einbezogen ist, oder wo 
ein unbeabsichtigtes Trauma waehrend 
der Operation sofortige Kontrolle der 
Blutung erforderlich macht. 
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Extragenital (Mediastinal) Teratocarcinoma 


Report of a Case 


J. GOORWITCH, M.D. and J. SOKOL, M.D. 
LOS ANGELES 


HE purpose of this communication 
‘Ti: to report a case of teratocarcinoma 

of the anterior mediastinum with 
unusual metastasis and to review the 
literature on mediastinal teratoids and 
chorioepitheliomas to July 1951. 

Primary neoplasms of the mediastinum 
constitute a very small fraction of all 
neoplasms and are much less common 
than intrapulmonary neoplasms.? Within 
the anterior mediastinum, however, tera- 
toid neoplasms, benign and malignant, 
are second only to the lymphoma group.? 
Testicular chorioepitheliomas are uncom- 
mon,? but primary mediastinal chorioepi- 
theliomas, all of which are recorded as oc- 
curring only in the male, are extremely 
rare. 

Review of the Literature on Primary 
Mediastinal Teratoids.—Incidence: Under 
the heading of mediastinal teratoids are 
included both dermoid cysts and tera- 
tomas.® The available world literature to 
the end of 1939 was reviewed by Rusby,® 
who collected a total of 251 cases of tera- 
toid tumors of the mediastinum, includ- 
ing 6 of his own; 28 (13 per cent) of 215 
were reported as malignant, but the in- 
cidence of metastasis was not given. In 
the English language literature from 1940 
to July 1951 (Table 1) we found 26 addi- 
tional reports, comprising 111 cases of 
teratoids of the mediastinum; 31 (28 per 
cent) of these were malignant, and at least 
11 of the 31 had metastasized. This group 
of collected cases added to Rusby’s series 
brings the total of teratoid neoplasms of 
the mediastinum, including those with 
chorioepithelioma, to 362, of which 59 (16 
per cent) were malignant, and at least 


From Temple Hospital, Los Angeles. 
_ Presented in part at the x-ray Conference of the Amer- 
pod College of Chest Physicians, San Francisco, June 23, 
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30 of these had metastasized (Table 1). 
No specimen accidentally observed at 
autopsy was included. 

Age and Sex: In Houghton’s* collected 
series of 25 malignant teratomas of the 
anterior mediastinum the great majority 
occurred in young men. In Rusby’s® col- 
lected series of 251 teratoids, no predilec- 
tion for either sex was noted, and the 
majority of patients were young adults. 
In our own collected series of 111 cases 
the age was given in 46 cases and ranged 
from 4 to 53 years, with an average of 
22 years; the sex distribution in this series 
is of no significance, because in several 
reports the armed forces were the sole 
source of clinical material. 

Origin: According to Ewing,’ most ex- 
tragenital teratomas probably arise from 
aberrant sex cells, which may occur any- 
where along the entire length of the em- 
bryonal endoderm. The theory of germi- 
nal origin of extragenital teratomas was 
not subscribed to by later investigators, 
some of whom until recently apparently 
favored the theory of a somatic origin of 
extragenital teratomas. Thus, in 1944 
Rusby,® in a most thorough review of the 
subject, concluded that the most reason- 
able source of origin is an abnormality 
of the third and fourth branchial arches, 
from which the cells destined to multiply 
into the teratoid become separated and ~ 
are carried into the thorax by the normal 
descent of the heart and great vessels. 
On the basis of an exhaustive study, 
Schlumberger® in 1946 concluded that 
teratoma of the anterior mediastinum 
probably arises from tissue dislocation in 
the third branchial cleft, which is the 
anlage of the thymus. Although it is gen- 
erally admitted that the origin of extra- 
genital teratoids is not fully understood, 
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Friedman® has pointed out that the fact 
that germinoma has been observed in all 
sites where teratoids occur except the 
sacrococcygeal- region suggests a germi- 
nal origin for all primary extragenital 
teratomas except those in the sacrococcy- 
geal region. 

Of 23 cases of retroperitoneal teratoid 
submitted to the Armed Forces Institute 
of Pathology as primary but in which ade- 
quate tissue examination was subsequently 
made, either an obvious testicular tumor 
or histologic evidence of vestigial scars 
in the testes were observed in all, accord- 
ing to Friedman.® Because so many re- 
troperitoneal teratoids were proved to be 
metastases from primary testicular tu- 
mors, and despite recognition of the fact 
that the retroperitoneum is the most likely 
site of extragenital germinal neoplasms, 
Friedman questioned the existence of pri- 
mary teratoid tumors in the retroperi- 
toneum. 


Review of the Literature on Primary 
Chorioepithelioma. — Inci- 


Mediastinal 
dence: In 1946 Hirsch, Robbins and 
Houghton*® reported a case of primary 
mediastinal chorioepithelioma and_ re- 
viewed the world literature, listing 14 
proved cases of primary extragenital 
chorioepithelioma. In half of these cases 
the primary site was retroperitoneal, and 
in only 3 was it mediastinal. In selecting 
the criteria for this group of cases these 
authors accepted microscopic studies of 
multiple, rather than serial, sections of 
the testes to exclude the existence of pri- 
mary neoplasm in the gonads. Since 1946, 
3 more extragenital chorioepitheliomas, 2 
in the anterior mediastinum’ and 1 in 
the retroperitoneum,'!! which satisfy the 
criteria mentioned, have been reported. 
This brings the total of proved extra- 
genital chorioepitheliomas to 18, of which 
6 were in the anterior mediastinum (Table 
2) and 12 elsewhere. 

Sex and Age: All the proved extra- 
genital chorioepitheliomas thus recorded 
occurred in male patients of ages ranging 
from 13 to 34 years, with an average of 
23 years (Table 2). 

Origin: The pathogenesis of extra- 
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genital chorioepithelioma is a most fasci- 
nating subject. Houghton*” pointed out 
that, according to Ewing, chorioepithe- 
lioma is the embryonal equivalent of adult 
ectoderm and that true extragenital 
chorioepithelioma probably always arises 
in teratoid tissue. Friedman’s® conception 
of the development of teratoma and chori- 
oepithelioma from germ cells differs from 
that of Ewing. Friedman and Moore* re- 
ported that, although only 0.4 per cent 
of their 922 primary testicular tumors 
were pure chorioepitheliomas and only 
6.4 per cent contained foci of chorioepi- 
theliomatous elements, 34 per cent of all 
the fatal metastases in their entire series 
contained chorioepitheliomatous _ tissue. 
Foci of trophoblastic elements were ob- 
served by Friedman’ in 9 of 19 presumably 
primary malignant teratoids of the medi- 
astinum. These data and the fact that 
chorionic gonadotropin is present in the 
urine of patients with embryonal carci. 
noma and teratoma of the testes as well 
as in those with pure chorioepithelioma 
led Friedman and Moore* to conclude that 
chorioepithelioma is probably not a sep- 
arate entity but a subvariety of carcinoma. 
They concluded also that trophoblastic 
potencies exist in teratoid and carcin- 
omatous tumors of the testis, and ex- 
pressed the opinion that chorioepithelioma 
is an expression of the trophoblastic po- 
tency of embryonic cells and teratoma an 
expression of the somatic potency of these 
cells. 


An excellent discussion of the entire 
subject of chorioepithelioma, genital and 
extragenital, is contained in a case report 
by Hirsch," who pointed out that, accord- 
ing to Symeonidis, only teratoma arising 
from male germinal or pregerminal cells 
has the ability to produce trophoblastic 
tissue, regardless of the location of these 
cells within germ tissue or extragenitally. 
In the male the great majority of chorio- 
epitheliomas are primary in the testis, 
but a very small series, as has been stated, 
was recorded as extragenital, occurring 
principally in the retroperitoneum and the 
anterior mediastinum. Hirsch offered an 
explanation for the fact that, aside from 
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Fig. 1—A, mediastinal tumor and pleural effusion obscuring the right lung field. B, replacement 
pneumothorax revealing the mediastinal mass projecting into the right lung field. C, replacement 
pneumothorax revealing location of mass in anterior mediastinum. 


chorioepithelioma complicating pregnancy 
and the few recorded cases of primary 
chorioepithelioma of the ovary in imma- 
ture female patients, chorioepithelioma is 
essentially a neoplasm of the male. Ac- 
cording to him, the sex incidence of 
chorioepithelioma can be explained by the 
assumption that the trophoblastic tissue 
constituting chorioepithelioma is a char- 
acteristic of mature germinal tissue of 
the male only. 
REPORT OF CASE 


Clinical History: S. G., a 32-year-old south- 
eastern European dairy worker, a refugee, 
presented himself on Feb. 21, 1950, complain- 
ing of dry cough, chest pressure and weak- 
ness of two weeks’ duration. He had worked 
at his occupation uninterruptedly until the 
date of this visit. The past history was non- 
contributory except for the fact that three 
years and again one month prior to the afore- 
mentioned date he successfully passed a physi- 
cal examination. 

Physical examination disclosed the patient 
to be well developed and well nourished, not 
obviously ill except for moderate dyspnea. In 
addition, the positive results of examination 
were as follows: flatness of the percussion 
note and absence of breath sounds were noted 
over the entire right lung field; the abdomen 
was flat and nontender, but rigid (this was 
attributed to the patient’s inability to under- 
stand instructions to relax, owing to a limited 


knowledge of English) ; the breasts and testes 
appeared normal. A posteroanterior roentgen- 
ogram of the chest (Fig. 1A) revealed that the 
entire right lung field, except the extreme 
apex, was opaque and that it was more dense 
mesially than laterally. Diagnostic thoraco- 
centesis yielded serosanguinous fluid that was 
free of bacteria and tumor cells. The Asch- 
heim-Zondek test for the presence of chorionic 
gonadotropin in the urine was not performed. 

On February 24, 2 liters of pleural fluid 
was removed and replaced with 1 liter of air, 
and posteroanterior and right lateral roent- 
genograms were made which revealed a huge 
lobulated mass occupying the anterior medi- 
astinum, and a hydropneumothorax (Figs. 1B 
and 1C). 

On February 27 thoracoscopic study was 
performed. Small bleblike structures over the 
anterior aspect of the lung and to a lesser 
extent over the parietal pleura were ob- 
served; biopsy of these revealed no tumor 
tissue. The hemorrhagic appearance of the 
field made structure identification difficult. 
Bronchoscopic study gave negative results for 
intrabronchial lesions. The patient’s condition 
was rapidly deteriorating, and the fluid con- 
tinued to reform, necessitating frequent 
aspirations. 

On March 38 the patient complained of dif- 
ficulty in moving his legs and in emptying 
his bladder. Examination disclosed weakness 
of the flexor muscles of the thighs, especially 
the right; a soft, flat, nontender abdomen 
with an enlarged nodular liver reaching down 
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TABLE 1.—Primary Teratoid and Chorioepitheliomatous Tumors of the Mediastinum 
Collected Prior to 1940 and Published 








Malignant 





Year of Total With and 
Publication Author Number of Without With 
Tumors Metastasis Metastasis 





1933 
(collected to 1933)| Hedbloom, C. A. 191 17 (8.9%) 


1936 
(collected to 1936)| Houghton, J. D. 25 25 
1944 


(collected from Rusby, N. L. 28 (13%)* 
1827 to 1940) 




















Mentioned in Discussion But Not Formally Reported and Probably Not Included in Rusby’s 
Collected Series; Not Included in This Report. 











Malignant 





Year of Total With and 
Publication Author Number of Without With 
Tumors Metastasis Metastasis 








1937 Graham, E. A. 12 ? 
Eloesser, L. 3 ? q § 














Individually Reported Since 1940. 








Malignant 





Year of Total With and 
Publication Author Number of i Without With 


Tumors | Metastasis Metastasis _— 


Har 
Arer 
Kan 
Laip 


: Hirs 
Fawcett, A. W. Shlir 


Wilson, S. J. and 
Cares, M. R. 
Dann, D. S. et al 

Laipply, T. C. 
| Laipply, T. C. and 
Shipley, R. A. 


Blades, B. 

Schlumberger, H. G. 

Connolly, E. A. 

Gibson, A. 

| Hirsch, O., Robbins, 8. L. 

| and Houghton, J. D. 
Berman, J. K. et al 


Caes, H. J. and Cragg, R. W. 
Horowitz, I. 
Bradford, M. L. et al 





| Heuer, G. J. | 13 


| Gebauer, P. W. 1 
| Carlson, H. A. 1 


Caes 
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Year of 


Publication Author 


Total 
Number of 
Tumors 


Malignant 





With and 
Without 
Metastasis 


With 
Metastasis 





Ochsner, A. et al 
Lloyd, M.S 
Maier, H. C. 
Mass. Gen. Hosp. 


Curreri, A. R. and 
Gale, J. W. 

Brewer, L. A. and 
Dolley, F. 8. 


Conklin, W. S. 
Shlimovitz, N. and 
Van Brown, D. 


Fralick, F. T. and 
Welsman, H. S. 











1950 





1951 














Collected from 1940 to July, 1951 


31 (28%) 





Collected from 1827 to July, 1951 


59 (16%) 





*Based on 215 cases reported in detail. 


TABLE 2.—Primary Mediastinal Chorioepithelioma in the Male 








Date of 
Publication 


Age at 
Reported by 


Patient’s 


Diagnosis 


Criteria for Diagnosis of Extragenital Origin 





Ritchie 


Lambert and Knox 
Hammerskjold 


Classified as malignant teratoma of mediastinum with 
chorioepithelioma by Houghton in 1936, but ex- 
cluded from the list of proved extragenital chori- 
oepitheliomas by Hirsch, Robbins and Houghton in 
1946, owing to lack of histologic proof of absence 
of tumor in testes 





Arendt 

Kantrowitz 

Laipply and Shipley 

Hirsch, Robbins and Houghton 
Shlimovitz and Van Brown 


Microscopic study of serial block sections of testes 
revealed no evidence of tumor, thus meeting in full 
the criteria set up by Hirsch, Robbins and Houghton 
in 1946 





Caes and Cragg 











Gross section of testes revealed no abnormality and 
microscopic examination of sections revealed no 
tumor 





to the level of the umbilicus, and a distended 
urinary bladder. On the following day com- 
plete sensory and motor paralysis from the 
lower thoracic level down was noted, and 
spinal puncture revealed a complete block. 
Examination of the cerebrospinal fluid re- 
vealed a protein content of 119 mg. per hun- 
dred cubic centimeters and a sugar content 
of 71 mg. There were no cells. Roentgeno- 


logic survey of the skeleton revealed no 
metastatic lesions. 

The course was febrile and downhill. Death 
from terminal bronchopneumonia occurred on 
March 21, twelve days after the onset of 
paraplegia and one month after the initial ex- 
amination. 

Autopsy.—Autopsy revealed the important 
gross observations to be limited to the chest, 
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abdomen and central nervous system. 

Thoracic Cavity: The right pleural cavity 
contained fibrinous adhesions and thick bloody 
fluid. The anterior mediastinum was _infil- 
trated by a tumor forming a 15 by 12 by 10 
cm. mass of hard and soft tissue, contiguous 
with a tumor in the right lung. The right 
lung, which weighed 1,750 Gm., appeared in- 
vaded by tumor from the anterior mediasti- 
num. Most of the tumor was soft, friable, 
brown and hemorrhagic, but some areas were 
grayish white and hard. The sectioned sur- 
face of the intrapulmonary mass contained 
at least twelve cystic spaces, some measuring 
up to 10 cm. in their greatest diameter and 
lined by smooth, granular and shaggy sur- 
faces. 

There were numerous enlarged mediastinal 
lymph nodes involved by tumor. The appear- 
ance of the sectioned nodes varied; some were 
gray-white and hard, others were soft and 
myxomatous. 

The left lung, pericardium, heart, great 
vessels, esophagus, trachea and bronchi were 
not grossly involved by tumor. 

The abdominal cavity contained about 2,000 
ec. of clear amber fluid. The liver weighed 
3,500 Gm. and contained tumor nodules up to 
15 cm. in diameter; most of the tumor was 
in the right lobe. The appearance of the sec- 
tioned surface of the tumor varied; some 
was gray-white with yellow areas of necrosis, 
and there were numerous nodules that had 
a gelatinous appearance. Several mesenteric 
nodes were enlarged but not involved by tu- 
mor. All periaortic nodes down to the level 
of the kidneys contained tumor. 

The testes were grossly normal. The sec- 
tioned surfaces showed no tumor. 

Central Nervous System: When the erector 
spinalis muscles in the upper dorsal region 
on the left side were dissected away a mushy, 
pinkish gray tumor mass was observed be- 
tween the interspinous ligaments. A tumor 
of similar appearance filled the epidural space 
from the level of the third to that of the sixth 
dorsal vertebra. 

Gross Anatomic Diagnoses: 1. Tumor of the 
anterior mediastinum involving the right 
lung. 2. Right hemohydrothorax. 3. Tumor 
metastases to mediastinal and retroperitoneal 
lymph nodes, liver, erector spinalis muscles 
and epidural space, with cord compression. 

Microscopic Examination: The mediastinal 
tumor (Fig. 2, A and B) showed an embryonic 
type of loose fibrillary connective tissue 
stroma surrounding cystic structures lined 
by columnar and cuboidal epithelium. Sur- 
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rounding the largest cyst there were several 
smaller, similar cysts, some of which showed 
papillary epithelial processes. One such struc- 
ture resembled the choroid plexus. There were 
also poorly differentiated nodules made up of 
a loose mesenchyme-like stroma that appeared 
to be undergoing organoid differentiation. 
Large areas of the stroma showed hemor- 
rhagic necrosis. 

Sections of some lymph nodes showed tu- 
mor made up of streams of spindle-shaped 
cells widely separated by a delicate fibrillary 
stroma. Many of these cells were atypical. 
Here the pattern was that of a sarcoma. 
There were also mononuclear and bizarre 
giant forms. Such cells seen against a back- 
ground of large areas of hemorrhagic 
necrosis, which was also present, were highly 
suggestive of trophoblast (Fig. 3). In other 
areas the tumor resembled a carcinoma. 

In the liver the tumor nodules were made 
up of a poorly differentiated loose fibrillary 
stroma in which there were widely separated 
atypical elements. Here again there were 
areas that appeared sarcomatoid and other 
areas suggestive of a poorly differentiated 
carcinoma. 

In the spinal cord (Fig. 4) there were 
epithelial tumor elements within the perineural 
lymphatics. 

Microscopic Diagnoses: The microscopic 
diagnoses were as follows: 1. Teratocarci- 
noma* of the anterior mediastinum with 
chorioepitheliomatous foci, probably primary, 
with direct extension to the right lung. 2. 
Metastases to mediastinal and retroperitoneal 
lymph nodes, liver, skeletal muscle and the 
epidural space of the spinal cord. 


COMMENT 


Neurologic manifestations resulting 
from metastases of mediastinal teratoid 
and chorioepithelioma must be extremely 
uncommon, as only 2 such reports can be 
found.!? In only 1 of these was paraplegia 
present, and this was due to involvement 
of the body of a vertebra.’ The unusual 
feature in the case herein reported is the 
occurrence of metastasis to the epidural 
space of the spinal cord, which resulted 
in urinary retention and paraplegia. 

A diagnosis of extragenital teratocarci- 
noma is made on the basis of teratocarci- 
nomatous elements in the extragenital 


*Confirmed by the Armed Forces Institute of Pathology. 
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Fig 2.—A, representative cyst from mediastinal tumor, < 15. B, mediastinal 
tumor showing in detail part of cyst wall seen in A, « 160. 


neoplasm and normal architecture in the cannot be regarded as a proved case of 
testes. According to criteria stated by sev- primary extragenital neoplasm because no 
eral workers,*® the case herein reported microscopic study of the testes, which ap- 
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Fig. 3.—Mediastinal tumor showing trophoblastic elements, < 400. 


° i *° 


Fig. 4.—Metastatic tumor in perineural lymphatics of the spinal cord, x 160. 
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peared normal on gross section, was made. 
Rottin and DeBellis,'* however, pointed 
out that it is only a theory that a testicu- 
lar teratoid degenerates in its primary 
site while its metastases persist and grow. 
Thus, given a patient with an extragenital 
teratoid at a site such as the anterior 
mediastinum, which is a most uncommon 
location for metastases from testicular 
teratoids, the presence of a minute scar 
in a testis does not appear to constitute 
absolute evidence of a relation between 
this lesion and the mediastinal tumor. 
Evidence exists which suggests that 
metastasis from testicular teratoma or 
chorioepithelioma to the anterior mediasti- 
num must be exceedingly rare. First, in 
none of the cured or improved patients 
in Hedbloom’s!? collected series in whom 
resection of a mediastinal teratoma was 
done has the subsequent appearance of 
a testicular tumor or of other metastases 
been reported. Second, as was pointed out 
by Kantrowitz,'t whereas retroperitoneal 
involvement was present in every one of 
Greiling’s 220 metastasizing testicular tu- 
mors, no example of metastasis to the an- 
terior mediastinum was mentioned. The 
most common metastasis from testicular 
teratoma in a series of 32 cases of metas- 
tatic tumors reported by Scheetz and 
Leddy was to the para-aortic lymph 
nodes; these authors did not even men- 
tion metastasis to the anterior medias- 
tinum. Nor did Friedman and Moore** 
mention metastasis to the anterior medi- 
astinum in any of their 922 cases of 
testicular tumors, despite the high inci- 
dence of metastases and the high mortality 
rate. Gray, Thompson and McDonald*? 
likewise made no mention of metastasis 
to the anterior mediastinum in reporting 
a series of 137 testicular teratomas with 
a mortality rate of 63 per cent within 
one year of treatment; and again, no 
mention of metastasis to the anterior 
mediastinum was made by Friedman® 
in any of the 23 retroperitoneal tera- 
toids which were reported to the Armed 
Forces Institute of Pathology as primary 
but subsequently proved to be metastatic 
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from the testis. In discussing primary 
mediastinal teratoids Friedman spoke of 
19 malignant teratoids, presumably pri- 
mary, some with trophoblastic elements, 
but made no mention of microscopic 
studies of the testes to rule out testicular 
tumor. 

In our opinion the clinical, roentgeno- 
logic and gross and microscopic autopsy 
observations in the case here reported 
were those of primary teratocarcinoma of 
the anterior mediastinum with chorioe- 
pitheliomatous foci. It is thought that even 
in the absence of microscopic studies of 
the testes the tumor in this case may be 
regarded as a primary extragenital neo- 
plasm. 

SUMMARY 


1. The literature on teratoid and chor- 
ioepitheliomatous neoplasms of the ante- 
rior mediastinum is reviewed with respect 
to incidence, sex and age distribution and 
pathogenesis. 

2. A case of primary extragenital (an- 


terior mediastinal) teratocarcinoma with 
widespread metastases, including the epi- 
dural space of the spinal cord, is re- 
ported. 


RESUME 


1. L’auteur étudie la littérature sur 
les tératoides et les chorioépithéliomas du 
médiastin antérieur en insistant surtout 
sur leur fréquence, le sexe, l’Age et la 
pathogénie. 

2. L’auteur rapporte un cas de téra- 
tocarcinome extra-génital primaire (du 
médiastin antérieur) qui présentait des 
métastases nombreuses méme dans 
l’espace épidural de la moelle épiniére. 


RESUMEN 


1.Se revisa la literature sobre nero- 
plasmas teratoides y corioepiteliomatosos 
del mediastino anterior con relacién a 
incidencia y edad, distribucién y pato- 
genia. 

2. Se comunica un caso de teratocar- 
cinoma extragenital primario (mediasti- 
nal anterior) con difusién de metastasis, 
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incluyendo el espacio epidural de la médula 
espinal. 
RIASSUNTO 


1. Viene passata in rassegna la Letter- 
atura sui teratomi e sui corionepiteliomi 
del mediastino anteriore con _ speciale 
riguardo alla frequenza, al sesso e all’eta 
dei pazienti e alla patogenesi. 

2. Viene riferita un’osservazione di un 
teratocarcinoma primitivo extragenitale 
(mediastino anteriore) con vasta dissemi- 
nazione metastasica estesa allo spazio 
epidurale del midollo spinale. 


SUMARIO 


1. A literatura sobre neoplasmas do 
mediastino anterior é revista com respeito 
a incidencia, sexo, idade, distribuicao e 
patogenese. 

2. Um caso de teratocarcinoma (medi- 
astinal anterior) primario e extra-genital 
com metastases multiplas largamente 
disseminadas, incluindo o espaco epidural 
da coluna vertebral, é relatado. 


ZUSAM MENFASSUNG 


1. Es wird ein Ueberblick ueber die 
Literatur ueber teratoide und chorioepi- 
theliomatoese Neubildungen des vorderen 
Mediastinums unter’ Beruecksichtigung 
der Haufigkeit, der Geschlechts und Alters- 
verteilung und der Pathogenese gegeben. 

2. Es wird ein Fall von primaerem 
extragenitalem Teratokarzinom des vor- 
deren Mediastinums mit weitverbreiteten 
Metastasen, die auch den Epiduralraum 
des Rueckenmarks einschlossen, berichtet. 
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Treatment of Burns 


CHARLES HAMILTON LUPTON, M.D., F.A.C:S., F.I.C.S. 
NORFOLK, VIRGINIA 


Medical Association of Virginia and 

North Carolina and before the Medical 
Society of Virginia a paper on the treat- 
ment of burns. The local treatment con- 
sisted of modified M.-c. Vv. ointment* ap- 
plied without débridement and under strict 
aseptic conditions; infrequent dressings; 
early skin grafting, etc. The general treat- 
ment consisted of giving plasma and blood 
supplemented with electrolytes to prevent 
or combat shock; oral administration of 
electrolyte-alkaline solution unless con- 
traindicated; sufficient fluids to obtain: a 
urinary output of about 1,200 cc. daily; 
a high carbohydrate-high protein diet 
(200 Gm. or more daily) with adequate 
vitamins, particularly the Vitamin B com- 
plex and Vitamin C. 

This discussion will be concerned 
mainly with the results obtained by the 
method employed at that time, which is 
still in use except for minor changes, 
and with such advancements and improve- 
ments in the management of burns as 
have been reported by others. 

The mortality rate from burns is still 
far too high, and a discussion of their 
management should be presented to the 
profession more often. 

Although the management of burns re- 
mains one of the most controversial sub- 
jects in the entire field of surgery, the 
greater part of the controversy resolves 
itself around the local treatment. Never- 
theless, there is still considerable disagree- 
ment with regard to certain phases of the 
general treatment, particularly the ques- 
tion of how much blood to give in the early 
or shock phase. There is also considerable 
discussion of the value of ACTH and cor- 
tisone in the treatment of burns, but the 
majority of opinions at present indicates 
that both are of questionable value. 


[ 1946 I presented before the Seaboard 


Read at a meeting of the Seaboard Medical Association 
of Virginia and North Carolina, Virginia Beach, Virginia, 
Dec. 5, 1951. 

Submitted for publication Jan. 14, 1952. 

*M.C.V.-Medical College of Virginia. 


World War II was an important factor 
in stimulating further investigation and 
research in the management of burns, and 
considerable progress has been made dur- 
ing the past twelve or fifteen years, but 
the greatest improvement has been in the 
general treatment. It is regrettable that 
most of the information obtained is not 
common knowledge in the profession as 
a whole but is confined chiefly to those 
who are making a special study of burns. 

Severe burns are surgical emergencies, 
and both the early general treatment and 
the local treatment should be carried out 
promptly and simultaneously. To obtain 
the best results it is advisable to have a 
team trained in the management of burns. 
Certain members of the team should im- 
mediately start the early general treat- 
ment, giving blood, plasma, electrolytes, 
etc., to prevent or combat shock as indi- 
cated. At the same time other members 
of the team should be carrying out the 
local treatment. 

The term “severe burns” as here used 
means all blistering or deep burns that 
involve a considerable part of the body 
surface. There are other factors that 
may profoundly influence the seriousness 
of the condition: namely, the depth of 
the burn; the age of the patient; the 
general condition and nutrition of the 
patient; the time elapsing between the 
burn and the institution of proper treat- 
ment; the location of the burn, and the 
causes of the burn. Usually any patient 
with as much as 10 per cent of the body 
surface involved in a third-degree burn 
or any patient with 15 to 20 per cent of 
the body surface involved in a deep sec- 
ond-degree burn presents a rather serious 
surgical problem. This applies particular- 
ly if the patient is very young, very old, 
or debilitated. 

Every physician who is called upon to 
treat burns should be able to determine 
the extent of the body surface burned, 
but on the first examination it is often 
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impossible for even those with consider- 
able experience in the management of 
burns to determine their depth. The exact 
depth of the burn frequently cannot be 
determined before the tenth to the four- 
teenth day, and at times the depth of the 
entire burned area can not be determined 
as early as that. Some surgeons at this 
time perform biopsy of the deeper burns 
to determine their depth; if hair follicles 
and sebaceous glands are present it is 
evident that epithelization will take place. 
There is a tendency for the physician with 
little experience in the treatment of burns 
to overestimate the extent and depth of 
the burned area. Even physicians with ex- 
tensive experience in the treatment of 
burns frequently overestimate depth. If at 
the first change of dressings the extent 
of a deep burn appears greater than at 
the original dressing, one should be skep- 
tical about the method of treatment em- 
ployed, particularly if this happens fairly 
often. Lund and Browder’s modification 
of Berkow’s method for determining the 


extent of the body surface burned in 
adults is recommended: 


Anterior aspect of trunk 
Posterior aspect of trunk 
Buttocks 
Genitalia 


Arms above elbow 
Forearms 


NOTE: The palm represents slightly less than 
per cent of the body surface. 
Treatment.—The therapy of burns is 


divided into local treatment and general 
treatment. 

The local treatment of burns is classi- 
fied as follows: (1) agents and dressings 
applied to the burned areas, or open treat- 
ment; (2) Early plastic treatment, and 
(3) Late plastic treatment. 

The general treatment of burns is di- 
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vided into three stages: (1) early general 
treatment, during shock or the potential 
shock period; (2) intermediate general 
treatment, and (3) late general treatment. 

Local Treatment.— Whether débride- 
ment is to be carried out or not will de- 
pend to a great extent on the local treat- 
ment to be applied and on the general 
condition of the patient. When modified 
M. C. V. ointment and compression dress- 
ings are used locally, the need for débride- 
ment is practically eliminated. On the 
other hand, if petroleum gauze and com- 
pression dressings are used locally and 
if the patient’s general condition justifies 
it, débridement with morphine analgesia 
may be indicated, but no anesthetic should 
be given. When petroleum gauze is used 
the gauze should be extremely fine- 
meshed, and only one layer should be 
used; otherwise there will be considerable 
maceration of the tissues. 

Most surgeons of experience in the 
treatment of burns will now agree that 
extensive débridement of severe burns not 
only is unnecessary but may be extremely 
dangerous. Extensive débridement may be 
an important factor in producing shock, 
or increasing it if it is already present. 
The belief that extensive débridement is 
necessary for early burns in order to pre- 
vent severe infections has been proved in- 
correct if the local method to be described 
has been employed early. However, with 
neglected second-degree burns and exten- 
sive third-degree burns infection may be 
a very real problem. If one were treating 
only the local wound, débridement with 
the patient under anesthesia would be the 
proper surgical procedure in certain cases. 
If the burn is severe one is dealing with 
a critically ill patient, and anything that 
would be an important factor in produc- 
ing shock or delay unnecessarily the cor- 
rection of the abnormal physiologic condi- 
tion would many times offset any benefits 
that might result from débridement. The 
practice of giving these critically ill 
patients an anesthetic is to be condemned. 

Ordinarily my associates and I do not 
use soap and water for cleansing these 
wounds, but if there is so much dirt, 
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etc., that a soap appears indicated, one 
containing hexachlorophene should be 
used. If the general condition of the pa- 
tient appears satisfactory, we do excise 
devitalized tissue that is partly detached, 
and gently remove gross loose dirt with 
cotton balls soaked in saline solution. We 
never open blebs at the time of the orig- 
inal dressing. A patient with severe burns, 
if there is delay in carrying out the local 
treatment, may go into shock, and the 
longer the delay the greater the possibility 
of infection. If there is delay in carrying 
out the early general treatment shock may 
rapidly ensue, or if already present it may 
progress until irreversible changes take 
place. 

Whenever possible, burns should be 
dressed in a special room used for that 
purpose, with an exhaust fan to help free 
the air from contamination; or ultraviolet 
light may be used instead. Certainly the 
patient should not be dressed in large 
wards or in rooms with other patients. 
If sloughs of any particular extent are to 
be removed, the patient should be dressed 
in the operating room. The surgeons and 
nurses engaged in carrying out these 
treatments should wear caps, masks, 
sterile gloves and gowns, and they should 
observe a sterile technic throughout the 
procedures. Proper masking of the patient 
and those engaged in carrying out the 
local treatment is most important. If these 
principles are not observed, infections will 
be increased. 

Application of a modified M. Cc. v. oint- 
ment with adequate occlusive pressure 
dressing is the local treatment of choice. 
M. C. V. ointment is so soft that it does 
not adhere well to the deeper burns in 
warm weather; therefore, it has been 
modified simply to make it of greater con- 
sistency with the therapeutic value re- 
maining essentially the same. Modified 
M. Cc. V. ointment is as follows: 


Sulfanilamide (finely powdered) 

Peanut oil 

Cold cream (Eli Lilly & Co., No. 25).. 

Lanolin 

White wax 0% 
With an aseptic technic, the local tat 


ment is applied as follows: 1. Modified 
M. C. V. ointment is thickly applied to the 
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entire burned area and to 1 inch (2.5 cm.) 
or more of the adjacent unburned area. 
2. A layer of Kerlix gauze (Curity) is 
then applied. 3. One or two layers of large 
thick combines are applied. Some surgeons 
have been experimenting with large thick 
pads consisting of fine gauze, cotton, cel- 
lulose and waterproofing material on the 
outer side; but these pads are not for 
general sale as yet. These particular pads 
are better than the large combines. 4. 
A wide elastic bandage is applied. Stock- 
inet of single thickness may be used 
instead of the Ace bandage; it is excellent 
for holding these dressings in place. 

When the patient is uncooperative, 
there is often difficulty in keeping the 
dressing on the body, in which event we 
sometimes use a many-tailed binder. Jn 
addition, we usually place stockinet over 
the entire dressing. This has been most 
helpful in keeping the dressings in place. 

To obtain adequate compression with- 
out constriction or a tourniquet effect, it 
is necessary to have a thick and “fluffy” 
dressing. Constriction or a tourniquet ef- 
fect must be avoided. As has been pointed 
out by many surgeons, when one is band- 
aging an extremity the pressure must be 
greater distally. 

Frequent dressings should be avoided. 
They may delay healing, and they increase 
the possibility of infection. Infections of 
second-degree burns may result in com- 
plete loss of the skin. 

This type of dressing with modified 
M. C. V. ointment has a quick analgesic 
effect. Burned patients treated by this 
method remain unusually comfortable, 
and the need for sedatives and hypnotics 
is very much reduced. There is slow ab- 
sorption of the sulfanilamide from the 
ointment, and the blood concentration, 
even in extensive deep burns, remains 
low; therefore, it is not necessary to de- 
termine sulfanilamide blood levels. On the 
other hand, sulfonamides should not be 
given by other routes. It is often surpris- 
ing how much healing will have taken 
place at the time of the first change of 
dressing, whereas, with many other 
methods of local treatment, it is not un- 
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common to find areas that originally were 
of second degree showing total skin loss. 
As is well known, the deeper the burn 
the greater the possibility of infection. 

It is not advisable to use this ointment 
longer than two or at most three weeks. 
If preparation of the deep burns for graft- 
ing cannot be started at the end of that 
time, some other method of local treat- 
ment without sulfonamides should be sub- 
stituted. For badly infected late burns we 
do not necessarily advocate this local 
method of treatment; in fact, I know of 
no method that is entirely satisfactory in 
these cases. However, we have used this 
method in a number of cases of moderate 
infection, and the results have been much 
better than was anticipated; but those 
cases should be individualized. Furacin 
has been reported as satisfactory in the 
treatment of infected burns. In such burns 
we often apply a wet dressing; in some 
cases we use saline dressings, and in 
others we frequently use 0.5 per cent 
acetic acid, but of course there are other 
solutions which may be used to advantage. 
We use penicillin for all infected burns; 
in addition we use aureomycin, dihydro- 
streptomycin or terramycin, depending 
upon the sensitivity of the organisms 
present. 

Many surgeons are convinced that 
petroleum gauze with compression dress- 
ings and sulfonamides given orally or in- 
travenously will accomplish the same re- 
sults as the method just described, because 
the sulfonamide concentration in the fluid 
within the burn bleb is about the same as 
in the blood. There are three reasons why 
modified M. Cc. Vv. ointment with compres- 
sion dressings will give better results. 
First—an important fact—the ointment 
places the sulfanilamide in direct contact 
with the devitalized tissues that cannot 
be reached by the circulating blood. This, 
in my opinion, accounts for the low in- 
cidence of infection with this method of 
local treatment. Second, the dressings can 
be removed without producing bleeding of 
any consequence, as this ointment leaves 
a thin film adherent to the burned area. 
It is difficult to remove petroleum gauze 
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from a deep burn without producing 
bleeding and damage to the burned area. 
Third, the patient is more comfortable. 
To use modified M. C. v. ointment with 
compression dressings is to be impressed 
with its efficacy. 

During the past few years some sur- 
geons have been omitting ointments, etc., 
from the burned area and applying dry 
gauze with compression dressings for ten 
to fourteen days. If at the end of this pe- 
riod the burned area is not ready for 
grafting, they apply aureomycin ointment. 
This method has much to recommend it 
and deserves further trial. 

There are numerous other methods of 
local treatment, some of which have merit. 
One of the best informed surgeons uses 
5 per cent scarlet red ointment locally. 
Some surgeons are using various anti- 
biotics locally; aureomycin and penicillin 
are perhaps the most popular. A few are 
using Zinax. Many well informed sur- 
geons do not believe that any method of 
local treatment stimulates healing of the 
burned area. There are some agents used 
locally in the treatment of burns that 
actually delay healing. 

Kyle and Wallace, as well as Pulaski 
and Blocker, are advocates of the open 
treatment of burns. Evans and his asso- 
ciates at the Medical College of Virginia 
are also using this open method of treat- 
ment in selected cases. This is a method 
with which all general practitioners and 
general surgeons should be familiar. In 
cases of extreme disaster it may be the 
only feasible method, but there are cer- 
tain disadvantages: 

1. It is not applicable when the entire 

circumference of the body is burned. 
An extremity requiring treatment 
must be suspended. 
A certain amount of restraint has to 
be placed upon the patients (par- 
ticularly the younger ones), because 
if much motion takes place, cracks 
will occur in the burned surface and 
infection will follow. 

Aureomycin powder is used locally in 
the open treatment by Evans and his as- 
sociates. 


2. 


3. 
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The advocates of the open method of 
treatment claim three advantages: (1) a 
dry wound, which is unfavorable to bac- 
terial growth; (2) the bactericidal effect 
of light, and (3) the fact that the wound 
remains cool, which is unfavorable to bac- 
terial growth. 

The advocates of the open method par- 
ticularly recommend it for the treatment 
of burns of the face, the genitalia, the 
buttocks, one surface of the body and the 
extremities. 

It will be some time before it is def- 
initely determined whether the open meth- 
od of treatment is as satisfactory as the 
methods that have been in use for a 
number of years. There is a great tend- 
ency for American physicians to give up 
methods that have been fairly satisfac- 
tory in order to try something new. There 
is some justification for this in the treat- 
ment of burns, as there is no ideal method 
of treatment at present. Nevertheless, 
although one must keep an open mind with 
regard to all new ideas, greater evidence 
must be accumulated as to the results ob- 
tained from the open method before it is 
accepted as a substitute for well tried 
methods. Although it may eventually 
prove as satisfactory as its advocates now 
claim, it is well to remember that the open 
method of treatment fell into disrepute 
many years ago. 

I have now had extensive experience 
with modified M. Cc. Vv. ointment and com- 
pression dressings as the local treatment 
for burns. I am still deeply impressed with 
this method of local treatment; in my 
opinion, it is equal to any method in use 
today. I have observed only 2 cases of 
sensitivity to modified M. C. Vv. ointment; 
neither of the patients had received ade- 
quate fluids, and 1 was badly dehydrated. 
In a very small percentage of cases, heal- 
ing has appeared somewhat delayed, 
which is difficult to explain, but this has 
been observed even more frequently with 
all other methods of local treatment that 
have been used. Regardless of the local 
method of treatment employed, it should 
be stressed that the patient must be main- 
tained in a state of good nutrition; other- 
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wise healing will be delayed. 

Early Plastic Treatment: Deep burns 
should be grafted as soon as the burned 
area can be brought into a healthy condi- 
tion. Grafting ordinarily should be started 
by the fourteenth day. Occasionally it may 
be necessary to defer grafting slightly 
longer because of the condition of the 
burn and the general condition of the pa- 
tient, but one should keep in mind that 
the most satisfactory dressing for a deep 
burn is a split-thickness skin graft. There 
are four principal ways of removing 
sloughs: 

1. Saline dressings. When the slough 
is very thin, apply saline dressings 
daily. 

Digestive enzymes (to be used when 
sloughs are thin). 

. Phosphoric acid. Apply phosphoric 
acid (0.9 per cent) to the sloughs of 
thin to moderate thickness (pyruvic 
acid may be used instead of phos- 
phoric acid). These sloughs may be 
incised for better penetration. 

. Surgical excision. This is the pre- 
ferred method for removing sloughs, 
particularly the thicker ones. If the 
grafting is not done on the day of 
the excision, apply dry gauze dress- 
ing with compression. 

Personally, I prefer dermatome split- 
thickness (thin) grafts of about 0.010 
inch. The thin grafts take more readily 
than do the thicker ones. Under the most 
favorable conditions, about 90 to 95 per 
cent of thin split-thickness grafts should 
take. If the grafts are cut thin enough, 
the same donor site can be used again. 
Pinch grafts are occasionally indicated for 
deep, small burns, but we prefer not to 
use them if split-thickness grafts can be 
obtained. When there is difficulty of ob- 
taining sufficient large autografts, they 
should be cut about the size of postage 
stamps and separated about 14 to 14 inch 
(0.6 to 1.2 cm.). For extensive deep burns 
when sufficient split-thickness postage 
stamp size autografts cannot be obtained, 
isografts (homografts) should be used. 
When isografts (homografts) are used 
they should be placed between the auto- 
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grafts. If anemia should occur it must 
be corrected before grafting. If there 
has been a respiratory burn, grafting 
must be delayed, and sodium pentothal 
supplemented with cyclopropane is per- 
haps the best combination of anesthetics 
if a spinal anesthetic cannot be used. 
The most important principle is to get 
the granulating surface covered, creat- 
ing a closed wound, the beneficial effects 
of which are known, and thereby avoid- 
ing deep scars and contractures. Early 
and proper splinting of joints is of de- 
cided importance in preventing contrac- 
tures. The hand should be placed in 
the position of function when it is to 
be bandaged for several days or more. In 
treating burns one should consider the 
function of all joints in the burned area. 
Some surgeons apply a layer of cellophane 
to the dermatome drum before cutting 
the graft, which keeps the graft from con- 
tracting. Very few stitches are required 
to hold the graft in place. 

The patient should not be exposed to 
sudden changes of temperature, and dur- 
ing grafting it is important that only 
minimal exposures be made, as there is a 
strong tendency to shock. The blood lost 
during the operation must be promptly 
replaced. A completely sterile wound is 
not necessary for grafting, but, of course, 
the healthier the wound the better. When 
extensive grafting is necessary, the graft- 
ing should be performed on the flexor 
surfaces first. 

Late Plastic Treatment: The late plastic 
treatment of burns is concerned with the 
correction of contractures, cutaneous de- 
fects and deformities, or perhaps with the 
removal of thin grafts that were applied 
simply to cover a granulating surface. 
Therefore, the grafts used must be con- 
siderably thicker than those described for 
early plastic treatment. Not only should 
these grafts be thick enough to protect 
the underlying structures, but they should 
serve the functions of essentially normal 
skin. Ordinarily, I prefer split-thickness 
grafts of about 0.020 inch. Occasionally 
I use pinch grafts to cover small areas, 
but they have a limited field of usefulness. 


359 


LUPTON: TREATMENT OF BURNS 


In the case of certain contractures and 
sears, the Z plastic and releasing incisions 
are extremely useful procedures. In some 
instances a pedicle graft will be necessary 
to obtain satisfactory results. After oozing 
from the donor sites has been controlled, 
the sites should be dressed in the same 
way as a burned area, with modified 
M. C. V. ointment and occlusive pressure 
dressings. It is essential to keep the patient 
in a good nutritional state during all 
phases of plastic surgical treatment; 
otherwise failures are likely to result. Cold 
cream, or lanolin and cold cream should 
be applied to the burned area as soon as 
all the areas are healed, to prevent dry- 
ing, cracking and irritation of the skin. 

General Treatment.— Early General 
Treatment: There must be no delay in 
carrying out the early general treatment. 
When the patient is first seen he com- 
plains of pain and thirst and is often shak- 
ing as though he had a chill. The more 
severely burned patients are given mor- 
phia on admission. In case of shock the 
morphia, if indicated, should be given in- 
travenously. It is practically never neces- 
sary to give morphia to any burned pa- 
tient, regardless of the extent and degree 
of the burn, after applying modified 
M. C. V. ointment. 

When laboratory facilities and person- 
nel are adequate, blood should be collected 
immediately for determination of blood 
volume, the hematocrit reading, the 
hemoglobin level, the erythrocyte count, 
the values for plasma proteins and blood 
chlorides and the carbon dioxide combin- 
ing power of the blood. These laboratory 
procedures and urinalysis should be re- 
peated one or more times daily during 
the first forty-eight to seventy-two hours 
in order to carry out the fluid therapy in 
a satisfactory manner. The Rh factor 
should be determined before repeated 
transfusions of blood are given. Other 
indicated laboratory procedures are deter- 
mination of the nonprotein nitrogen level, 
the blood potassium level, the prothrombin 
level and the icterus index. 

This method of local treatment can be 
carried out with minimal laboratory pro- 
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cedures. When laboratory facilities and 
personnel are limited, as they frequently 
are, particularly in the smaller hospitals, 
the hematocrit reading, the value for 
hemoglobin, the erythrocyte count, the 
levels of blood chlorides and plasma pro- 
teins and the output of urine, together 
with the clinical condition of the patient, 
can serve as a good guide to fluid therapy. 

Shock: Burned patients are carefully 
observed for signs and symptoms of im- 
pending shock before the blood pressure 
begins to fall. The blood pressure and 
pulse are recorded every half hour for 
the first twenty-four hours or until the 
danger of shock has passed. 

Primary shock occurs from vasomotor 
reaction, and is caused by pain, fright, 
injury, etc. It develops promptly, while 
true shock or secondary shock usually de- 
velops slowly. In the presence of severe 
burns primary shock may merge into sec- 
ondary shock. There is little capillary 
permeability in cases of primary shock, 
as it does not produce hemoconcentration. 
The local treatment with modified M. C. v. 
ointment and compression dressings al- 
most immediately relieves the pains and 
chilly sensations; therefore, the local 
treatment is an important factor in pre- 
venting shock or in helping to relieve it 
if it is already present. 

Secondary shock seldom occurs under 
two or three hours except with the more 
severe burns. In the early stages of such 
burns there is often no fall of arterial 
blood pressure. Even before there is any 
fall of blood pressure or evidence of be- 
ginning circulatory failure, the incipient 
stage of true shock may be detected by 
slight hemoconcentration and a diminished 
output of urine. The presence of hemo- 
concentration in the early stages will serve 
to differentiate true shock from either 
hemorrhage (with hemodilution) or pri- 
mary shock. Whenever possible, the best 
treatment of shock is prevention. 

Falling plasma protein levels and pro- 
gressive hemoconcentration usually indi- 
cate impending shock, even though the 
blood pressure is still normal. If the out- 
put of urine is good during the early 
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phase, shock is not so likely to be im- 
pending. In the more serious cases a re- 
tention catheter should be inserted and 
the hourly output of urine recorded. An 
adequate output indicates that sufficient 
fluids are being given; an inadequate out- 
put indicates either insufficient fluids, be- 
ginning shock or possible renal damage. 

Shock should be anticipated in any pa- 
tient with as much as 20 per cent of the 
body surface involved in second-degree 
burns or 10 per cent of the body surface 
involved in third-degree burns. Therefore, 
immediate steps should be taken to pre- 
vent it. Shock may occur in children or 
debilitated persons with as little as 10 
per cent of the body surface involved in 
a deep blistering burn. Oxygen is indi- 
cated in the treatment of shock. 


Transfusions of blood are essential in 
the early or shock phase of severe burns. 
The tendency now is to use more blood 
to combat or prevent shock from burns. 
It is my opinion that the main reliance 
in combating or preventing shock should 
be placed upon blood supplemented with 
adequate amounts of electrolytes. Of 
course plasma, serum albumin, dextran, 
or various combinations of them, supple- 
mented with’ electrolytes, may be used 
for this purpose; however, it is better 
to use them in conjunction with blood. 
As much as 1,500 cc. of blood, or more, 
may be indicated for the most severe 
burns during the first twenty-four hours. 
Anemia, which frequently occurs in the 
intermediate period, is not so common 
when blood transfusions are given in the 
early period. When anemia and hypo- 
proteinemia occur, there should be no 
delay in giving frequent blood trans- 
fusions. 

Dextran has been used by a number of 
surgeons in research centers in the treat- 
ment of shock due to burns. The reports 
on this preparation have been favorable 
so far as the prevention and treatment 
of shock are concerned, but some reactions 
have occurred, and the serum protein level 
shows a marked fall after its use. Further 
trial is indicated, therefore, before final 
decisions are made concerning its merit. 





give 
indi 
D 
larly 
burr 
the ] 
six ] 
abso 
that 
too 

burr 
too } 
eden 


Pl 
seve! 
cised 
and 

durit 
ferer 
ing 1 
the f 
satis: 


given 
perio 
Duri? 
amou 


VOL. XVI, NO. 3 - 


It is essential to perform typing and 
cross matching before giving dextran. It 
is possible that some blood substitute will 
eventually replace plasma in the treatment 
of shock from burns because of the num- 
ber of cases in which hepatitis has fol- 
lowed its use. 

The following agents, supplemented 
with electrolytes, are most frequently used 
to combat or prevent shock: (1) blood; 
(2) blood and plasma; (3) plasma and 
serum albumin; (4) blood and dextran, 
and (5) various combinations of these. 

In a case of shock it is essential that 
most or all of the electrolytes be given in- 
travenously, but when shock is not a factor 
most investigators agree that the elec- 
trolytes and alkaline solutions should be 
given orally unless there is some contra- 
indication, such as vomiting, etc. 

During the first two days and particu- 
larly during the shock phase of severe 
burns, considerable edema is observed. In 
the period between forty-eight and ninety- 
six hours there is usually considerable re- 


absorption, and it is during this period 
that caution must be observed not to give 
too much fluid. In case of respiratory 
burns this caution is also important, as 
too much fluid may result in pulmonary 
edema. 


Plasma is indicated in the treatment of 
severe burns. Its main usefulness is exer- 
cised during the first seventy-two hours, 
and most of the plasma should be given 
during the first twelve. A number of dif- 
ferent methods are available for determin- 
ing the required amount of plasma, but 
the following method will usually be found 
satisfactory: Give 50 to 75 cc. of plasma 
for each 1 per cent of the body surface 
involved in a blistering or deep burn (this 
method is preferred, especially if the pa- 
tient is seen early, as the hematocrit read- 
ing may still be normal). 

The amount of plasma to be given dur- 
ing the second twenty-four hours will 
usually be considerably less than that 
given during the first twenty-four-hour 
period, often about one-third or one-half. 
During the third twenty-four hours the 
amount of plasma will usually be about 
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25 per cent of that given during the first 
such period, provided it is still indicated. 
The amount of plasma should be varied 
according to the clinical condition of the 
patient, together with the hematocrit read- 
ing and other laboratory data. 

In the presence of any severe burn, 
blood, plasma, electrolytes or some other. 
appropriate agent to prevent or combat 
shock should be started within a few 
minutes after the patient reaches the 
emergency room, phlebotomy being per- 
formed if necessary. Do not wait until 
the blood pressure begins to fall before 
instituting adequate early general treat- 
ment. Even though the patient may not 
present symptoms of shock when first 
seen, the surgeon of experience will real- 
ize the potentiality of shock and will act 
promptly to carry out both the early gen- 
eral and the early local treatment. In or- 
der to avoid difficulties, it is necessary 
to comprehend the seriousness of the con- 
dition and to understand that profound 
physiologic changes are taking place. 

From a practical standpoint the out- 
put of urine is the best guide to the 
adequacy of the fluid intake. Enough 
fluids should be given to maintain a uri- 
nary output of about 1,200 cc. daily. Too 
much emphasis cannot be placed upon 
keeping a correct record of fluid intake 
and output. 

Evans’ formula for fluid in the early 
treatment of severe burns is as follows: 
On the first day, give 1 cc. of electro- 
lyte and 1 cc. of colloid per kilogram 
of body weight, per 1 per cent of body 
surface burned; on the second day, give 
0.5 ec. of electrolyte and 0.5 cc. of colloid 
per kilogram of body weight, per 1 per 
cent of body surface burned. The upper 
limit for this formula is a 50 per cent 
burn. It is preferable to individualize the 
fluid requirements for each patient rather 
than to attempt to follow any set formula; 
nevertheless this formula may occasionally 
be helpful. 

Every effort should be made to en- 
courage the patient to take an adequate 
amount of fluids and electrolytes by 
mouth. When this cannot be accomplished, 
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the fluids and electrolytes should be given 
through a duodenal tube, provided there 
is no vomiting or other contraindication. 
Tube feedings are being used more fre- 
quently for patients with severe burns, as 
it is often difficult to keep such a patient 
in a state of good nutrition by oral feed- 
ings alone, particularly if special nursing 
care is not available. 

If the patient is able to take food orally 
during this early period, the diet should 
be soft; a high carbohydrate, high protein 
(200 to 400 Gm. daily) diet, with adequate 
amounts of vitamins, particularly vitamin 
C and the vitamin B complex. If the pa- 
tient cannot tolerate a diet of sufficient 
proteins, then intravenous proteins should 
be supplied. We have found travamin a 
satisfactory protein preparation. A deter- 
mined effort should be made to have these 
patients gain weight. 

Intermediate and Late General Treat- 
ments: The intermediate general treat- 
ment and the late general treatment will 
be described together. They are the same, 
except that there is often more urgency 
in carrying out the intermediate general 
treatment. 

In the past, not enough emphasis has 
been placed on adequate nutrition in the 
treatment of burns. Regardless of the 
local method employed, satisfactory heal- 
ing will not be obtained if the patient 
continues in a poor state of nutrition. 

The diet listed under “early general 
treatment” should be continued during the 
intermediate and late periods. Most diets 
during these periods of healing are too 
low in proteins, carbohydrates and vita- 
mins. The patient should be encouraged 
to take the full diet, as that, together with 
frequent blood transfusions, is the most 
effective way to maintain satisfactory 
nutrition. Repeated blood transfusions are 
essential in these periods. Liver (adminis- 
tered parenterally) and iron are usually 
indicated if the burn is severe. During 
these stages, at least, weekly determina- 
tions of the hematocrit reading, the plasma 
protein level, the erythrocyte count, the 
hemoglobin content and the value for blood 
chlorides will be necessary. 
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Toxemia: Toxemia is often a factor in 
extensive deep burns. Though it may oc- 
cur in the early phases, before infection 
of any consequence has had time to take 
place, it is always increased by infection. 
If the burn is not too deep and extensive 
and the patient is seen early and treated 
adequately by the method outlined, tox- 
emia is not ordinarily a great problem. 
When toxemia with high fever develops 
it should be treated promptly and ener- 
getically, as the patient cannot tolerate 
high fever of long duration. 


CONCLUSIONS 


1. Burns are_ surgical emergencies. 
Early general and local treatments should 
be carried out promptly and _ simulta- 
neously. 

2. The extent and depth of the burns 
should be recorded on the first examina- 
tion and the progress of the burns noted 
at all subsequent dressings. 

3. Modified M. c. v. ointment with ade- 
quate occlusive pressure dressing is ex- 
cellent for local treatment. These dress- 
ings should not be changed often. This 
method can be employed with minimal 
laboratory procedures. 

4. Débridement of severe and exten- 
sive burns is to be condemned. 

5. When second degree burns involve 
as much as 20 per cent of the body sur- 
face, shock should be anticipated. Shock 
may develop with as little as 10 per cent 
of the body surface involved in deep 
burns, particularly in children or debili- 
tated persons. 

6. Transfusions of blood are indicated 
in the early treatment of burns, regard- 
less of the hematocrit reading. The main 
reliance in the prevention and treatment 
of shock should be placed upon blood sup- 
plemented with electrolytes. Plasma, 
serum albumin, dextran, or various com- 
binations of these, supplemented with 
electrolytes, may be used to prevent or 
combat shock; however, it is better to use 
them in conjunction with blood. Frequent 
transfusions of blood are indicated in the 
intermediate and late treatment of burns; 
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they improve the plasma protein level 
more rapidly than do plasma transfusions. 

7. Plasma is indicated in the treatment 
of severe burns. It should_be given early 
and in adequate amounts. Its main use- 
fulness is observed during the first 
seventy-two hours, and most of it should 
be given in the first twelve hours. 

8. Large quantities of electrolytes-alka- 
line solutions are usually indicated, and 
whenever possible they should be given by 
mouth. Enough fluids should be given to 
maintain an output of at least 1,200 cc. 
of urine per day. 

9. Burned patients should be given a 
high carbohydrate, high protein (200 Gm. 
or more daily) diet with adequate vita- 
mins, particularly Vitamin B complex and 
Vitamin C, until healing takes place and 
throughout the plastic surgical proced- 
ures. 

10. Regardless of the local method em- 
ployed, satisfactory healing will not be 
obtained if the patient continues in a poor 
state of nutrition. 

11. Infections may be a serious prob- 
lem in the presence of neglected second- 
degree burns or extensive third-degree 
burns. When second-degree burns are 
seen early and treated by the method out- 
lined, infections are not ordinarily of 
major importance. 

12. The grafting of deep burns should 
be started early, usually not later than the 
fourteenth day, with dermatome split- 
thickness (thin) grafts. When sufficient 
large split-thickness grafts can not be ob- 
tained, the grafts should be cut in postage- 
stamp size. If a sufficient number of these 
small split-thickness grafts can not be ob- 
tained in conjunction with pinch grafts, 
then isografts (homografts) should be in- 
serted between the autografts. 

13. For the correction of contractures 
and deformities, the author recommends 
dermatome split-thickness (thick) grafts; 
Z plastics; releasing incisions and pedicle 
grafts as indicated. 

Acknowledgment is gratefully accorded 
to the authors listed in the bibliography 
for information obtained from their var- 
ious writings. 


LUPTON: TREATMENT OF BURNS 
RESUME ET CONCLUSIONS 


1. Les brélés sont des cas d’urgence. 
Le traitement général et le traitement 
local doivent étre constituédes d’emblée. 

2. On doit noter au début le degré de 
pénétration et ]’étendue des brialures afin 
d’évaluer le progrés de la guérison. 

3. Le traitement local consiste en un 
pansement occlusif et compressif a la 
pommade M.C.V. II] ne faut pas changer 
le pansement trop souvent. Ce procédé 
peut s’employer sans trop d’examens de 
laboratoire. 

4. Le débridement des brilures graves 
et étendues est proscrit. 

5. S’il y a plus de 20% de surface cor- 
porelle brilée, il faut s’attendre a un 
shock. On peut méme avoir du shock 
avec 10% de surface brilée chez les en- 
fants et les personnes débiles. 

6. La transfusion est recommendée 
comme traitement du début sans méme 
considérer le taux de l|’hématocrite. L’as- 
surance principale du traitement et de la 
prévention du shock s’appuie sur la trans- 
fusion et Jl’apport d’électrolytes. Du 
plasma, de l’albumine du sérum, du dex- 
trose seul ou en combinaison associé aux 
électrolytes est recommandé comme pré- 
vention et comme traitement du shock; 
cependant il est recommendable de les 
associer a du sang total. De fréquentes 
transfusions sanguines sont indiquées 
comme adjuvants pour élever le toux 
de protéines du plasma durant ou a la fin 
du traitement des brdlures. 

7. Le plasma est recommandé dans les 
brailures graves. I] devrait étre prescrit 
tot et en quantité suffisante, surtout dur- 
ant les premiéres 72 heures et la plus 
grande quantité durant les premiéres 12 
heures. 

8. De grandes quantités de solutions 
d’électrolytes alcalines surtout par voie 
orale doivent étre prescrites le plus tot 
possible poud établir une diurése d’au 
moins de 120 cc d’urine par jour. 

9. Les brilés doivent recevoir une 
diéte séche en hydrate de carbone, en 
protéines (200 grammes et plus par jour) 
en vitamines, surtout le B complex et la 
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C, jusqu’a ce que la guérison soit com- 
pléte ou durant processus de chirurgie 
plastique. 5 

10. Une guérison satisfaisante ne sera 
pas obtenue, quelque soit le procédé em- 
ployé, si la patient est en dénutrition. 

11. Le probléme causé par l’infection 
est grave dans les brilures négligées du 
2e ou 8e degré. Si méme pour des brilures 
du 2e degré le traitement est institué tét 
et complet, l’infection secondaire est de 
peu d’importance. 

12. Il ne faut pas attendre plus tard 
que le 14e jour pour pratiquer des greffes 
chez les grands briles. S’il est impossible 
de se procurer des greffons d’importance, 
on peut recourir a de petits greffons reliés 
entre eux. 

13. Pour obvier aux déformations et 
aux contractures l’auteur recommande des 
greffons au dermatome; de la plastie en Z; 
des incisions de dégagement ou de la greffe 
par la méthode du pédicule. 


CONCLUSIONES 


1. Las quemaduras son emergencias 
quirtrgicas. Deben instituirse pronta y 
simultaneamente los tratamientos general 
y local. 

2. Deben registrarse la extensién y 
profundidad de las quemaduras al primer 
examen, y el progreso que se observe en 
las mismas en todas las curaciones sub- 
secuentes. 

3. El ungiiento M.C.V. modificado, con 
adecuada presién oclusiva de la curaci6on, 
es excelente para el tratamiento local. 
Estas curaciones no deben cambiarse a 
menudo. Este método puede emplearse 
con procedimientos minimos de labora- 
torio. 

4. Se condena la debridacién de las 
quemaduras graves y extensas. 

5. Habra de anticiparse el choque cu- 
ando quemaduras de segundo grado afec- 
tan el 20% de la superficie corporal. Puede 
desarrollarse el choque cuando quema- 
duras profundas afectan cuando menos 
el 10% de la superficie corporal, particu- 
larmente en nifios o personas debilitadas. 

6. Las transfusiones sanguines estén 
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indicadas en el tratamiento temprano de 
las quemaduras, a pesar de la lectura del 
hematocrito. La seguridad principal para 
la prevencién y tratamiento del choque 
debe basarse en la sangre adicionada con 
electrolitos. Plasma, seroalbtimina, dex- 
tran o varias combinaciones de los mis- 
mos, adicionadas con electrolitos, pueden 
usarse para prevenir 0 combatir el choque; 
sin embargo, es mejor usarlos junto con 
sangre. Las transfusiones sangudéneas 
frecuentes estan indicadas en el tratami- 
ento intermedio y tardio de las quema- 
duras, pues esté probado que elevan el 
nivel proteinico plasmatico mas rapida- 
mente que con el uso de plasma. 

7. El plasma esta indicado en el tra- 
tamiento de las quemaduras graves. Debe 
administrarse temprano en cantidades 
adecuadas. Es sumamente util durante 
las primeras 72 horas, debiendo admini- 
strarse la mayor cantidad en las primeras 
12 horas. 

8. Grandes cantidades de _ soluciones 
electroliticas alealinas estan generalmente 


indicadas, debiendo administrarse oral- 


mente cuando sea posible. Deben darse 
bastantes liquidos para mantener la elimi- 
nacion de cuando menos 1,200 cc. de urina 
diariamente. 

9. Debe darse a los pacientes quemados 
una dieta alta en hidrocarbonados y pro- 
teinas (200 gm. o mas diariamente) con 
vitaminas adecuadas, particularmente 
complejo B y vintamina C, hasta que la 
curacién tenga lugar y durante los pro- 
cedimientos quirtrgicos plasticos. 

10. A pesar del tratamiento local em- 
pleado, no se obtendrad curacion satis- 
factoria si el paciente continia en un 
estado pobre de nutricion. 

11. Las infecciones pueden ser un serio 
problema en quemaduras descuidadas de 
segundo grado o en quemaduras extensas 
de tercer grado. Cuando las quemaduras 
de segundo grado son atendidas pronta- 
mente y tratadas con el método sefialado, 
las infecciones no tienen ordinariamente 
mayor importancia. 

12. El injerto de las quemaduras pro- 
fundas debe iniciarse temprano, general- 
mente no mas tarde del catorceavo dia, 
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con injertos delgados cortados con derma- 
tomo. Cuando no pueden obtenerse estos 
injertos suficientemente grandes, pueden 
cortarse del tamafio de un sello postal. Si 
no puede obtenerse suficiente numero de 
estos injertos pequefios en conjuncién con 
injertos por pellizcamiento (Reverdin), 
entonces pueden insertarse isoinjertos 


(homoinjertos) entre los sutoinjertos. 

13. El autor recomienda para la cor- 
reccién de contracturas y deformidades el 
injerto grueso cortado con dermatomo, 
plastico en Z, dejando incisiones e injer- 
tos con pediculo como se indica. 


CONCLUSIONI 


1. Le scottature vanno considerate 
come urgenze chirurgiche. La _ terapia 
generale e quella locale debbono essere 
praticate prontamente e contemporanea- 
mente. 

2. L’estensione e il grado delle scotta- 
ture debbono essere accuratamente regis- 
trati al primo esame e la loro evoluzione 
annotata ad ogni medicatura successiva. 

3. Un ottimo metodo di terapia locale 
consiste nella applicazione della pomata 
MCV modificata con successiva medica- 
tura compressiva. Tali medicature non 
debbono essere rinnovate spesso. 

4. Lo sbrigliamento di gravi ed estese 
scottature va condannato. 

5. Quando le scottature siano di 2° 
grade e interessino il 20% della superfice 
corporea, lo shock puod intervenire pre- 
cocemente. In casi di scottature gravi, 
particolarmente se si tratti di fanciulli o 
di individui debilitati, lo shock pud in- 
tervenire anche se é interessato soltanto 
il 10% della superfice corporea. 

6. Le trasfusioni di sangue sonoindi- 
cate nella cura precoce delle scottature, 
indipendentemente dai valori dell’emato- 
crito. Nella profilassi e nella cura dello 
shock si deve porre il maggior affidamento 
nella somministrazione associata di 
sangue e di elettroliti. Allo stesso scopo 
si possono usare il plasma, le sieroal- 
bumine, il destrosio, o le varie loro com- 
binazioni associate agli elettroliti; tuttavia 
é meglio usarli in associazione col sangue. 
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Frequenti trasfusioni di sangue sono in- 
dicate in ogni stadio della cura delle scot- 
tature, in quanto aumentano il livello pro- 
teico plasmatico pitt rapidamente di 
quanto non facciano le trasfusioni di 
plasma. 

7. Il plasma é indicato nella cura delle 
scottature gravi; deve essere dato pre- 
cocemente e in quantita adeguate; esplica 
la maggiore influenza durante le prime 72 
ore e deve essere somministrato in mas- 
sima parte nelle prime 12 ore. 

8. Di solito sono indicate forti quan- 
tita di soluzioni di elettroliti alcalini 
sopratutto, quando é possibile, per bocca. 
La quantita di liquidi deve essere calco- 
lata in modo da mantenere la quantita di 
urina giornaliera almeno sui 1.200 cc. 

9. Ai pazienti affetti da scottature deve 
essere prescritta una dieta ricca di car- 
boidrati, di proteine (200 gr., o piu, al 
giorno) e di vitamine (particolarmente il 
complesso B e la vitamina C), fino alla 
guarigione e per tutto il periodo in cui 
durino gli interventi di chirurgia plastica. 

10. Indipendentemente dalla terapia 
locale impiegata, non si riuscira ad ot- 
tenere una guarigione soddisfacente se lo 
stato di nutrizione del paziente continui 
ad essere scadente. 

11. L’infezione puo far sorgere gravi 
problemi, se intervenga su scottature di 
2° grado trascurate o su estese scottature 
di 3° grado. Quando le scottature di 2° 
grado capitino presto all’osservazione e 
siano curate col metodo delineato sopra, 
ordinariamente le infezioni non rivestono 
grande importanza. 

12. I trapianti su perdite di sostanza 
derivate da scottature profonde devono 
essere iniziati precocemente, di solito non 
pit tardi del 14° giorno, usando lembi 
dermo-epidermici sottili. Quando non é 
possibile ottenere lembi sufficientemente 
larghi, essi vanno tagliati di dimensioni 
uguali a quelli di un francobollo. Se non 
é possibile disporre di tali piccoli innesti 
in numero sufficiente, si possono inserire 
innesti omologhi tra quelli autologhi. 

18. Per la correzione di contratture e 
di deformita, l’Autore raccomanda |’uso 
di lembi dermo-epidermici spessi, di oper- 
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azioni plastiche, di incisioni liberatrici e 
di lembi peduncolati. 


~ + CONCLUSOES 


1. Queimaduras sao emergencias cirur- 
gicas. Tratamentos gerais e locais pre- 
coces devem ser levados a cabo pronta- 
mente e simultaneamente. 

2. A extensdo e profundidade des quei- 
maduras deve ser registrada ao primeiro 
exame e a melhora das queimaduras ano- 
tadas em todos os subsequentes curativos. 

3. Unguento M.C.V. modificado com 
pressaéo oclusiva adequada é excellente 
para tratamento local. Esses curativos 
nao devem ser mudados muitas vezes. Esse 
metodo pode ser empregado com tecnicas 
minimas de laboratorio. 

4. O desbridamento de queimaduras 
graves e extensas deve ser condenado. 

5.. Quando queimaduras de 2° grau 
envolvem 20 por cento da superficie do 
corpo, a choque deve ser antecipado. O 
choque pode se desencadear mesmo quando 
10 por cento da superficie do corpo é en- 
volvida em queimaduras profundas, par- 
ticularmente em criancas ou pessdas debil- 
itadas. : 

6. As transfusdes de sangue sao in- 
dicadas no tratamento precoce de queima- 
duras, mesmo com desprézo dos dados 
fornecidos pelo hematocrito. A maior con- 
fianca deve ser depositada no uso de 
sangue suplementado com eletrolitos na 
prevencao e tratamento do choque. Plasma, 
sero-albumina, dextran, ou varias combin- 
acdes deles suplementadas com eletrolitos, 
podem ser usados para prevenir ou com- 
bater o choque; é melhor, contudo, usalos 
conjuntamente com sangue. Frequentes 
transfusdes de sangue sao indicadas no 
tratamento intermediario e tardio das 
queimaduras; elas melhoram o nivel de 
proteina do plasma mais rapidamente do 
que o plasma. 

7. O plasma é indicado no tratamento 
de queimaduras graves. Ele deve ser apli- 
cado precocemente em quantidades ade- 
quadas. Sua principal efetividade é du- 
rante as primeiras 72 horas e a maior 
quantidade deve ser administrada nas 
primeiras 12 horas. ' 
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8. Grandes quantidades de solucées al- 
calino-eletroliticas sao usualmente indi- 
cadas e quando possivel elas devem ser 
dadas pela boca. Liquidos bastantas devem 
ser dados para manter uma excrecéo de 
pelo menos 1200 cc. de urina por dia. 

9. Aos pacientes queimados deve ser 
dada uma dieta rica em hidrocarbonados, 
rica em proteinas (200 grs. ou mais 
diariamente, com quantidade adequada de 
vitaminas, particularmente de complexo B 
vitaminico e vitamino C, até que a cicatri- 
zacao se processe e durante todo o processo 
plastico cirurgico. 

10. A despeito do metodo local em- 
pregado, cicatrizacdo satisfatoria nao sera 
obtida si o paciente continuar em um 
estado de nutricdo deficitario. 

11. As infecdes podem ser um problema 
serio em queimaduras de 2° grau ou 
extensas queimaduras de 3° grau descui- 
dadas. Quando queimaduras de 2° grau 
sao vistas prococemente e tratadas com 
o metodo explanado, as infecdes nao sao 
ordinariamente de maior importancia. 

12. O enxérto de queimaduras profun- 
das deve ser iniciado precocemente, usual- 
mente nao depois do 14° dia, com derma- 
tomo de laminas graduadas. Quando en- 
xertos de tamanho e espessura adequados 
nao puderem ser obtidos, os enxertos 
deverao ser cortados em tamanho de selos 
postais. Si um suficiente numero desses 
pequenos enxértos nao puder ser obtido 
em conjunto com enxertos nodulares, iso- 
enxértos (homo-enxértos) devem ser in- 
seridos entre os auto-enxértos. 

13. Para a correcao de contraturas e 
deformidades, o autor recomenda enxértos 
espessos ao dermatomo com laminas gra- 
duadas; Z plastico; incisdes relaxad6ras e 
enxértos pediculados sao indicados. 


SCHLUSSFOLGERUNGEN 


1. Verbrennungen stellen chirurgische 
Notzustaende dar. Fruehzeitige allge- 
meine und oertliche Behandlungen mues- 
sen gleichzeitig und unverzueglich ausge- 
fuehrt werden. 

2. Ausdehnung und Tiefe der Verbren- 
nungen muessen bei der ersten Unter- 
suchung und der Verlauf bei allen nach- 
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folgenden Verbandwechseln beschrieben 
werden. 

8. Fuer die oertliche Behandlung eignet 
sich ausgezeichnet die modifizierte M.C.V.- 
Salbe mit gut abschliessendem Druckver- 
band. Diese Verbaende sollen nicht haeufig 
gewechselt werden. Das Verfahren kann 
mit geringem Aufwand von Laboratori- 
umsprozeduren angewandt werden. 

4. Débridement schwerer und ausge- 
dehnter Brandwunden ist zu verwerfen. 

5. Wenn eine Verbrennung zweiten 
Grades 20% der Koerperoberflaeche be- 
trifft, muss mit dem Auftreten von Schock 
gerechnet werden. Schock kann schon 
erfolgen, wenn nicht mehr als 10% der 
Koerperoberflaeche von tiefen Brand- 
wunden befallen sind, besonders bei Kin- 
dern oder geschwaechten Personen. 

6. Bluttransfusionen sind in der frueh- 
zeitigen Behandlung von Brandwunden 
angezeigt, gleichgueltig was die Unter- 
suchung mit dem Hematokriten ergibt. Bei 
der Vorbeugung und Behandlung des 
Schocks sollte man sich im wesentlichen 
auf die Anwendung von mit Elektrolyten 
angereichertem Blut verlassen. Plasma, 
Serumeiweiss, Dextran oder verschiedene 
Kombinationen von diesen unter gleich- 
zeitiger Anwendung von Elektrolyten 
koennen zur Bekaempfung oder Verhue- 
tung des Schocks benuetzt werden; besser 
aber ist es, sie in Verbindung mit Blut 
anzuwenden. 

7. Plasma ist angezeigt in der Behand- 
lung schwerer Brandwunden. Es sollte 
fruehzeitig und in ausreichenden Mengen 
verabfolgt werden. Die wertvollsten Dien- 
ste leistet es waehrend der ersten 72 Stun- 
den, und die groesste Menge sollte waeh- 
rend der ersten 12 Stunden verabreicht 
werden. 

8. Im allgemeinen sind grosse Mengen 
von Elektrolyt-Alkalioesungen angezeigt, 
und, wenn immer moeglich, sollten sie 
oral verabreicht werden. Es sollte genueg- 
end Fluessigkeit zugefuehrt werden, um 
eine taegliche Harnausscheidung von min- 
destens 1200 cc. zu gewaehrleisten. 

9. Kranke mit Brandwunden sollen mit 
grossen Kohlehydrat- und Eiweissmengen 
(200 g. oder mehr Eiweiss pro Tag) bei 
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ausreichender Zufuhr von Vitaminen, be- 
sonders Vitamin B-Komplex und Vitamin 
C, ernaehrt werden, solange die Heilung 
andauert und solange plastische chirur- 
gische Eingriffe erfolgen. 

10. Wenn der Kranke in unzureichen- 
dem Ernaehrungszustand belassen wird, 
kommt es zu keiner befriedigenden Hei- 
lung, gleichgueltig welche oertlichen Me- 
thoden angewandt werden. 

11. Infektionen koennen ein ernstes 
Problem bei vernachlaessigten Verbren- 
nungen zweiten Grades oder bei umfang- 
reichen Brandschaeden dritten Grades 
darstellen. 

12. Hautplastiken tiefer Brandwunden 
sollten fruehzeitig, im allgemeinen nicht 
spaeter als am vierzehnten Tage mit duen- 
nen Dermatompfroepfen begonnen wer- 
den. Wenn grosse Hautlappen von Spalt- 
dicke nicht erhaeltlich sind, sollen die 
Pfroepfe in Briefmarkenformat geschnit- 
ten werden. Wenn eine genuegende An- 
zahl solcher kleiner Pfroepfe von Spalt- 
dicke nicht erhaeltlich ist, so sollen Iso- 
transplantate (Homotransplantate) zwisc- 
hen die Autotransplantate eingefuegt 
werden. 

13. Fuer die Verbesserung von Kon- 
trakturen und Entstellungen empfiehlt der 
Verfasser dicke Dermatompfroepfe, Z- 
Plastiken, entspannende Einschnitte und 
Stiellappen je nach Bedarf. 
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steel and vitallium, is not an alloy 

but an element. Chemically, it ap- 
proaches glass in resistance to acids and 
alkalis. These characteristics make this 
element likely to be inert in the physico- 
chemical environment of animal tissue. 
Much clinical and experimental evidence 
seems to bear out this supposition. In ad- 
dition, tantalum possesses high tensile 
strength, ductility and malleability—qual- 
ities that make its handling relatively 
easy. It can be drawn into a fine wire and 
this wire woven into a cloth, gauze or 
screen. It has a high degree of tissue ac- 
ceptability, so that in soft or on bony 
tissues the cellular response causes firm 
adhesion of the tissues to the tantalum. 
Being insoluble in tissue fluids, toxic dis- 
solution products of tantalum are not en- 
countered, and electrolytic action in body 
fluids is reduced to the minimum. 

Koontz presented a preliminary report 
on the use of tantalum mesh in the repair 
of large ventral hernias before the South- 
ern Surgical Association in December 
1947. At that time Prioleau of Charleston, 
South Carolina, in discussing Koontz’ 
paper, suggested that it would be of in- 
terest and importance to know how tant- 
alum mesh would behave under conditions 
of infection; whether it would be tol- 
erated and serve as an effective support 
to the wound, or would have to be re- 
moved. Should this element be well tol- 
erated in the presence of infection and 
contamination its field of usefulness would 
be greatly increased. 

During the next two years articles were 
written by Kleitsch, Throckmorton, Jeffer- 
son, Douglas, and others on the use of 
tantalum mesh in the repair of large 
hernias, and a summary of its use as re- 
gards tissue reaction was again presented 


[ste and in contrast to stainless 
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by Koontz and Kimberly. Through their 
animal experimentation they brought out 
the following effects of tantalum mesh: 

1. Tantalum mesh placed next to bowel 
in closing experimentally produced ab- 
dominal defects causes no trouble other 
than a few slight adhesions. 

2. Tantalum mesh implanted without 
sutures under ordinary conditions does 
not migrate from the site in which it is 
implanted. 

3. Tantalum mesh may be implanted 
without turning the edges under, but if 
the edges are to be sutured this should 
not be done if there is likely to be any 
tension whatever, as the sutures may pull 
out. 

4. Tantalum mesh may be sutured in 
place with silk instead of tantalum wire, 
but this should not be done if there is any 
tension, as it is possible silk sutures might 
be cut through. 

5. Tantalum mesh may be sutured in 
place with steel wire instead of tantalum 
wire without untoward effect or gross 
evidence of electrolytic action. 

6. Tantalum mesh is resistant to in- 
fection, and good healing may be obtained 
after its implantation in spite of gross 
infection. 

7. Silk should not be used in wounds in 
which tantalum mesh is used if the wound 
is possibly contaminated, or if there seems 
to be any chance that infection will en- 
sue. In infected wounds, silk causes either 
persistent buried granulomas or persistent 
sinus tracts. 

In reviewing the literature on other 
uses of tantalum mesh, Morrow reported 
its use in the closure of defects in the 
chest wall. Full thickness defects were 
created in the chest walls of dogs and 
repaired with the mesh. The mesh was 
covered only by skin. All animals survived 
the procedure, and none had parodoxical 
movements of the chest wall for more than 
seven days after the operation. Solid heal- 
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Fig. 1—A, case of J. P. Large ventral hernia closed with tantalum mesh. B, case of B. G. Large 
ventral hernia closed with tantalum mesh. fe... 





a. 


Fig. 2.—A, case of Mrs. S. T. S. Fifteen-minute intravenous pyelogram, September 1945. B, same 
case. Retrograde pyelogram, September 1947. 
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Fig. 3.—A, case of Mrs. S. T. S. Fifteen-minute intravenous pyelogram, January, 1949. B, same 
case. Retrograde pyelogram, December 1949. 


ing took place, with the formation of firm 
fibrous tissue through the tantalum mesh. 
From this experimental work it was sug- 
gested that this operation is applicable 
in human beings after block resection of 
the chest wall for primary carcinoma or 
recurrent mammary carcinoma, or in com- 
bination with pneumonectomy when the 
tumor has invaded the parietal pleura. 

Jonas advised closure of the pelvic floor 
after abdominal perineal resection with 
tantalum mesh fitted to the pelvic inlet 
and anchored into place with a few su- 
tures. In his hands, the peritoneum was 
closed above it snugly but not tightly. The 
bare wire mesh was then covered with 
omentum, either free or attached, and in 
such cases the perineal wound closed 
promptly and without evidence of any 
foreign body reaction. 

After having used tantalum mesh in the 
repair of several large ventral hernias 
(Figs. 1 and 2) I was convinced that 
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Fig. 4.—Case of Mrs. S. T. S. Fifteen-minute 
intravenous pyelogram, erect, May 1951. 
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it would prove a most valuable material 
to use in certain selected cases of nephro- 
pexy. The following case is an example 
of the use of tantalum mesh in this oper- 
ation. 

Mrs. S. T. S., an extremely asthenic woman 
aged 87 and weighing only 85 pounds (38.6 
Kg.), stated that she had had pain in the 
right side of the back and the right lower 
quadrant of the abdomen, as well as difficulty 
in urination, for several years. There had been 
gradually increasing ptosis of the right kid- 
ney, relieved by occasional dilatations of the 
right ureter (Fig. 2). Approximately thirty 
days prior to admission to the hospital she 
began having more severe signs of renal 
ptosis, namely, retention of urine and severe 
pain extending down into the right side of the 
pelvis. On several occasions she came into 
the office with severe distention of the blad- 
der. Forty ounces of residual urine was re- 
moved on Dec. 9, 1948, and 50 ounces on 
December 10. Examination in the office at that 
time revealed an extremely tender small kid- 
ney palpable in the right side of the pelvis. 
Cystoscopic examination did not reveal any 
evidence of paralysis of the sphincter. There- 
fore, a retention catheter was inserted and 
left in place for several days, but on its re- 
moval the acute retention recurred. Because 
of the severity of the symptoms, the patient 
was then advised to enter the hospital for 
nephropexy. 

Operation was carried out by the usual ex- 
posure of the kidney and freeing of the ureter 
and pelvis. Tantalum mesh gauze was folded 
and made into a basket. The right kidney was 
then placed in this mesh, and the remaining 
edges were closed down to and below the 
pedicle. The tantalum mesh gauze basket con- 
taining the right kidney was held in its nor- 
mal position by four tantalum wire sutures 
placed around the twelfth rib and ligated to 
the upper portion of the mesh basket (Fig. 5). 

After the operation the retention catheter 
was removed and the patient began voiding 
normally. She was up and about and was dis- 
charged on the fifth postoperative day, in con- 
trast to patients with other types of nephro- 
pexy, who were required to remain in bed 
two weeks after the operation for adhesions 
to form. 

Since Mrs. S.’s discharge from the hospital 
there has been an occasional attack of back- 
ache, usually relieved by dilatation of the 
ureter in routine checking. Function has re- 
mained normal (4 plus concentration of indigo 
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carmine in six minutes). Roentgenograms on 
several occasions have revealed normal func- 
tion and location of the right kidney (Fig. 6). 

A review of the literature has shown that 
types of plastic or ribbon-like material that 
have been used for complete enclosure of an 
organ frequently result in constriction and 
severe atrophy of that organ. Rau has shown 
that when such material is applied to the 
kidney it occasionally produces hyperten- 
sion. For these reasons I considered it best 
to wait two years before reporting this 
procedure, in order to determine the results 
of placing this organ in the wire mesh 
basket. 

As seen by the final roentgenograms, the 
function of the kidney is perfectly normal 
after more than two years (Fig. 7). In my 
opinion, no further fibrous tissue will develop, 
and no hypertension has resulted from the op- 
eration. The patient has been free of all severe 
symptoms since the operation, although the 
ureter has been dilated at six-month intervals 
to prevent any constrictions. 


SUMMARY AND CONCLUSIONS 


The author describes a procedure that 
can be carried out in cases in which the 
usual nephropexy would not be advisable; 
e.g., the case of the extremely thin pa- 
tient who has completely lost the support- 
ing rim of fat that forms an adequate 
pocket in the curve of the spine to help 
hold the kidney in place, or the patient 
in whom the capsule cannot be separated 
from the kidney. Tantalum gauze is em- 
ployed, and the operative technic is fully 
explained. 

RESUME 


L’auteur présente une méthode a suivre 
pour remplacer la nephropexie usuelle 
qui ne peut-étre employée comme par 
exemple chez le sujet maigre qui a perdu 
son coussinet graisseux et chez celui dont 
la capsule propre du rein ne peut étre 
séparée. 

SUMARIO 


O autor apresenta um processo no qual 
a nefropexia usual nao é aconselhavel; o 


caso, por exemplo, de paciente extre- 
mamente delgado que perdeu completa- 
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mente a orla de adiposidade que forma 
uma bolsa adequada na curva da coluna 
vertebral e ajuda a manter o rim em 
posi¢ao e os pacientes nos quais a capsula 
nao pode ser separadia do rim. 


ZUSAM MENFASSUNG 


Der Verfasser beschreibt ein Verfahren, 
das angewendet werden soll, wenn die 
uebliche Nephropexie nicht ratsam er- 
scheint, zum Beispiel in Faellen, wo aeu- 
sserst duenne Patienten den Fettwulst, der 
in der Kurve der Wirbelsaeule eine geeig- 
nete Nische bildet, um die Niere an Ort 
und Stelle zu halten, voellig verloren 
haben, und bei Kranken, bei denen die 
Kapsel nicht von der Niere getrennt 
werden kann. 


RESUMEN 


Se presenta un procedimiento aplicable 
a casos en que la nefropexia ordinaria 
no es aconsejable, v.g., en tratandose de 
paciente extremadamente delgado, que 
haya perdido completamente el borde de 
grasa que forma una bolsa adecuada en 
la curva espinal, para poder fijar conveni- 
entemente el rifién, y aquellos pacientes 
en quienes la cApsula no puede separarse 
del rinén. 


DIETRICH: TANTALUM MESH IN NEPHROPEXY 
RIASSUNTO 


L’Autore descrive una tecnica indicata 
nei casi in cui non é consigliabile |’usuale 
nefropessia; come, per esempio, nel caso 
di un paziente estremamente magro che 
abbia completamente perduto il tessuto 
adiposo perirenale e in quei pazienti in 
cui la capsula non pud essere separata dal 
rene. 
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ach is a relatively rare disease. A 

review of the literature from 1887 
to 1940 by Schneider! revealed only 25 
cases, of which 10 were authenticated. 
Since that time, Brindley, Dockerty and 
Gray;? Rickles;? Sanders; Dixon and 
Weisman;® Rose,® and Neel’ have each 
added 1 case to the literature. A study by 
Dixon and Weisman revealed the fact that 
multiple gastric carcinomas constitute 
3.4 per cent of all reported multiples neo- 
plastic processes of the entire body. 

Although it is true that multiple carci- 
noma of the stomach is a relatively rare 
lesion, it is our opinion that today, with 
the steady improvement in operating tech- 
nics, better anesthetic technics and the 
combined thoracoabdominal approach, 
multiple carcinoma must be looked for in 
every case of gastric carcinoma, particu- 
larly in the fundal portion, where one can 
so easily overlook a small lesion in doing 
a subtotal gastrectomy. 

The incidence of multiple carcinoma, 
though small, shows that the second or 
third lesion is predisposed to occur in the 
fundus and hence is easily missed. It is 
our conviction that multiple neoplastic 
lesions of the stomach should be treated 
by total gastrectomy with esophago- 
jejunostomy. The incidence of multiple 
lesions is an added straw in the wind 
of prevailing opinion that total gastrec- 
tomy is a more nearly ideal procedure 
for carcinoma of the stomach than is sub- 
total gastrectomy. The case we are about 
to present is a case of multiple carcinoma 
of the stomach, both neoplasms being 
primary and revealing related but dis- 
tinctly different pathologic cellular com- 
position. 


Mechs a carcinoma of the stom- 
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REPORT OF CASE 


Mr. M. L., aged 70, at the time of his com- 
ing under observation, complained of abdom- 
inal distress of two weeks’ duration, which he 
described as mild cramps in the region of a 
left inguinal hernia that had been present for 
the past ten years. He sought advice as to 
whether the hernia should be repaired. 

A careful history was taken and revealed 
that his appetite was poor, especially for meat. 
He seemed to have had some disturbance in 
bowel habits and thought he might have lost 
a little weight. From the history gastric neo- 
plasm was suspected, and a gastrointestinal 
roentgen series was advised. This was done 
and showed a marked filling defect in the 
pyloric region of the stomach. He was sent 
to Beth-E] Hospital with an admission diagno- 
sis of carcinoma of the stomach and was ad- 
mitted Oct. 5, 1948. 

Physical examination revealed the patient 
to be pale but in no acute distress. Otherwise 
the results were essentially normal except for 
the aforementioned pallor and the presence 
of a small left direct inguinal hernia, easily 
reducible. The prostate showed moderate hy- 
pertrophy. The blood pressure in millimeters 
of mercury was 158 systolic and 74 diastolic. 
The temperature was 98.6 F.; the respirations 
numbered 74 per minute. The eye grounds 
showed moderate arteriosclerosis. 

Laboratory Data.—The urine was normal. 
The blood count showed 3,500,000 erythrocytes 
per cubic millimeter, with 10.5 Gm. of hema- 
globin. The leukocytes numbered 3,500 per 
cubic millimeter, with 64 per cent polynu- 
clears, 33 per cent lymphocytes and 3 per cent 
eosinophils. Chemical study of the blood re- 
vealed the following values: Sugar, 88 mg. 5 
urea, 15.5 mg., and chlorides, 530 mg., per 
hundred cubic centimeters. The carbon diox- 
ide combining power was 54 volumes per cent. 

Operation.—On October 10 the patient was 
taken to the operating room. The abdomen 
was opened through a left rectus incision, 
and a large polypoid lesion was observed in 
the pyloric portion of the antrum, toward 
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Fig. 1.—Microscopic appearance of sectioned first za submitted to pathologic examination. 
(see text). 


the lesser curvature. The stomach was mobil- 
ized, and a resection was performed at the 
level of the re-entrant angle. During the ini- 
tial stage of closure of the upper half of the 
gastric stump, a second mass was palpated 
near the fundus. A further portion of the 
stomach was then resected, the line of resec- 
tion being 2 inches (5 cm.) proximal to the 
fundal lesion. A retrocolic gastrojupenostomy 
was performed by a four-layer suture technic. 
The abdomen was closed in layers, and the 
patient was returned to his room in good 
condition. 

Pathologic Report—Gross: The specimen 
consisted of the stomach and the adjacent 2 
cm. of duodenum, the entire specimen meas- 
uring 11 em. in length along its lesser curva- 
ture. The serosal surface was smooth and 
glistening throughout; no puckering was ap- 
parent, and no lymph nodes were demonstrable 
grossly on either curvature. The entire wall 
in the region of the pylorus was indurated 


over an area roughly 3 cm. in diameter, the 
induration involving both curvatures and the 
anterior and posterior surfaces of the stom- 
ach. This area corresponded on the mucosal 
surface to a shallow ulcer 4 cm. in diameter; 
the mucosal edges were hypertrophied, slight- 
ly overhanging and indurated, and the base of 
the ulcer was covered by a fine grayish red 
surface. The wall through the ulcerated area 
was diffusely fibrosed, and only subserosally 
could an apparently muscular layer be distin- 
guished; the ulceration extended about one- 
third through the thickness of the wall. The 
duodenum showed no gross mucosal or mural 
changes, and the stomach proximal to the 
ulcerated area showed a slight diminution in 
prominence of the rugae and slight nodulation 
thereof; the mucosa here, however, could 
easily be peeled away from the underlying 
muscularis, which was grossly unaltered. 
After arrival of the aforedescribed specimen 
there was brought to the laboratory another 
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portion of stomach which fitted the proximal 
end of the first specimen along one edge. This 
specimen measured 3 cm. along its lesser curv- 
ature. The serosa was smooth and glistening 
and the wall, except as will be noted herein- 
after, was grossly unaltered, as was the mu- 
cosa. Immediately distal to the proximal end 
of this specimen and within the anterior wall, 
about midway between the greater and the 
lesser curvature, was a fairly firm, roughly 
oval, well defined but not encapsulated mass 
of tissue measuring 2 by 1 by 0.4 cm. This 
was covered by somewhat thinned but appar- 
ently grossly intact mucosa, and beneath the 
mass a definite layer of muscularis was easily 
visible. The mass itself grossly resembled 
hypertrophied muscle tissue. No neoplastic 
tissue was demonstrable in any portion of the 
stomach between or peripheral to the lesions 
described. 


Microscopic: Sections through the ulcerated 


portion showed it to be composed of mucosa 
incompletely formed atypical 


replaced by 
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glands lined with one or more layers of 
atypical columnar epithelial cells with mark- 
edly hyperchromatic nuclei and containing an 
occasional atypical mitotic figure; these cells 
had comparatively little cytoplasm and con- 
tained no mucoid secretion. The surface was 
ulcerated and in places covered with a fibrin- 
ous exudate. The neoplastic tissue extended 
through the entire fibrosed submucosa and the 
innermost portion of the subjacent muscularis, 
causing some plasma cell reaction and consid- 
erable fibrosis beneath and around the edges 
of the neoplasm. In the subjacent muscularis 
and serosa (in which no neoplastic invasion 
was apparent), there was a similar though less 
marked and more pronouncedly focal inflam- 
matory reaction. No lymphatic or serosal in- 
vasion could be seen (Fig. 1). 

Sections through the grossly unaltered 
stomach showed only moderate chronic non- 
specific and nonsuppurative gastritis; the duo- 
denum was histologically unaltered. 

Sections through the mass described as ap- 
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pearing in the small (second) specimen 
showed the mucosa clearly demarcated from 
the underlying nodule; the mucosal epithelium 
was somewhat disarranged, the glands occa- 
sionally incomplete and the cells of an irregu- 
larly low columnar type, with hyperchromatic 
nuclei; these cells, however, differed from the 
neoplastic cells previously described by hav- 
ing definite basal polarity. This mucosal tis- 
sue was clearly separated from the underly- 
ing mural tissue by what appeared to be 
hypertrophied muscularis mucosa. The nodule 
grossly described was composed of large 
mucoid-containing spaces, lined in places with 
atypical mucoid-containing columnar epithe- 
lial cells, many of which, in various stages of 
rhexis, were desquamating in the mucoid 
spaces. This type of mucoid neoplastic tissue 
replaced the submucosa and invaded the mus- 
cularis to a considerable extent; no capsule- 
like appearance could be demonstrated around 
it, and there was a rather pronounced lympho- 
cytic reaction near its junction with the 
overlying and underlying tissue. The serosa 
was not involved (Fig. 2). Multiple sections 
taken between these lesions contained no neo- 
plastic tissue of either type. 

Diagnosis: The pathologic diagnosis was 
multiple heterogeneous carcinoma of the stom- 
ach: (1) primary ulcerated adenocarcinoma 
of the pylorus, and (2) colloid carcinoma of 
the cardia, probably also primary. 


SUMMARY 


1. The literature on multiple carcinoma 
of the stomach is reviewed. 

2. A case of multiple carcinoma of the 
stomach is presented. 

3. To the authors’ knowledge, this is 
the first case of heterogeneous multiple 
carcinoma of the stomach to be reported. 

4. A plea is made for thorough explora- 
tion of the gastric stump during subtotal 
gastrectomy. 

5. It is suggested that greater con- 
sideration be given to total gastrectomy 
in all cases of carcinoma of the stomach. 


RESUME 


1. On rapporte la bibliographie du can- 
cer multiple de ]’estomac. 

2. On présente un cas de cancer mul- 
tiple de l’estomac. 
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3. D’aprés l’auteur, c’est le premier cas 
de cancer rapporté, cancer multiple hété- 
rogéne de |’estomac. 

4. L’auteur insiste pour qu’un examen 
attentif du moignon soit fait durant 
chaque gastrectomie sub-totale. 

5. L’auteur recommande aussi d’en- 
visager la probabilité de faire plus de 
gastractomie totale dans le cancer multiple 
de |’extomac. 

RESUMEN 


1. Se revisa la literatura sobre el car- 
cinoma miltiple del estomago. 

2. Se presenta un caso de carcinoma 
multiple del est6émago. 

3. Seguin el autor, este es el primer 
caso de carcinoma multiple heterogéneo 
del est6mago dado a conocer. 

4. Se aboga por la exploracién a través 
del mufién gastrico durante la gastrec- 
tomia sibtotal. 

5. Se sugiere que preferirse la gastrec- 
tomia total en todos los casos de carci- 
noma del est6mago. 


RIASSUNTO 


1. Viene passata in rassegna la Letter- 


atura sul carcinoma multiplo dello 
stomaco. 

2. Viene riferita l’osservazione di un 
carcinoma multiplo dello stomaco. 

3. Per quanto consta all’Autore, questo 
é il primo caso di carcinomi multipli 
eterogenei dello stomaco pubbicato nel- 
la Letteratura. 

4. Tale osservazione fornisce all’Au- 
tore l’occasione di raccomandare |’esplora- 
zione completa del moncone gstrico in 
corso di gastrectomia sub-totale. 

5. L’Autore consiglia di tenere nella 
maggior considerazione la gastrectomia 
totale in ogni caso di carcinoma dello sto- 
maco. 


SUMARIO 


1. A literatura sobre multiplo carci- 
noma do estomago é revista. 
2. Um caso de multiplo carcinoma do 


estomago é apresentado. 
38. De conhecimento do autor, este é 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


0 primeiro caso de carcinoma heterogeneo 
multiplo do estomago a ser relatado. 

4. Um apélo é feito para completa ex- 
ploracao do céto gastrico durante gastrec- 
tomia sub-total. 

5. E sugerido que a maior consideracao 
seja dada a gastrectomia total em todos 
os casos de carcinoma do estomago. 


ZUSAM MENFASSUNG 


1. Es wird die Literatur ueber multiple 
Magenkrebse gesichtet. 

2. Ein Fall von multiplem Magenkrebs 
wird vorgestellt. 

8. Nach der Kenntnis des Verfassers 
ist dies der erste in der Literatur berich- 
tete Fall eines heterogenen multiplen 
Magenkrebses. 

4. Es wird zu sorgfaeltiger Untersuch- 
ung des Magenstumpfes waehrend der 
subtotalen Magenresektion aufgefordert. 

5. Es wird angeregt, in allen Faellen 
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von Magenkrebs die totale Resektion in 
ernsthaftere Erwaegung zu ziehen. 
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The Use of A T Tube with a Sleeve in 
Choledochostomy 


DOMINIC T. CHECHILE, M.D. 
CHICAGO 


postoperative removal of the T tube 

in surgical treatment of the common 
bile duct has proved not only a difficult 
but at times a hazardous task. Analysis 
of the problems encountered therein sug- 
eested that there might be a simpler way 
for the physician as well as the patient 
to cope with this situation. The following 
method has been used by the author in 6 
consecutive cases of exploration of the 
common duct, with highly gratifying re- 
sults. 

After exploration of the common duct, 
the proper T tube is introduced and 
sutured in place with black silk. A rubber 
sleeve (Fig. 1) is then placed over this 
tube down to but not quite against the 
common duct, so as to avoid pressure 
necrosis. Both tubes are then brought out 
of the abdomen through a separate stab 
wound, and the sleeve tube is sutured with 
dermal or silk sutures to the skin. The 
length of the sleeve is so adjusted that the 
T tube proper is longer by an inch or two, 
as may be feasible. A small glass tube is 
then fitted with the sleeve over it (Fig. 2). 
Thus the T tube not only remains free but 
is readily visible in the glass adapter. The 
distal end of the glass tube can then be 
connected as usual to a convenient catch 
bottle (Fig. 3). 

By use of this sleeve method, a fistula 
large enough to equal approximately the 
two diameters of the short arms of the 
T tube is created, so that attempted re- 
moval of the tubes at the desired time is 
not only simple for the surgeon but safe 
and relatively painless for the patient. 

AUTHOR’S NOTE: Grateful acknowledg- 
ment is made to Drs. E. Warszewski, B. 


T postopera the years the problem of 


From the Department of Surgery, St. Mary of Nazareth 
Hospital, Chicago. 
Submitted for publication Jan. 2, 1952. 


Tatarowicz and A. Sampolinski for facili- 
tating the study of this problem. 


RESUME 


A travers les années le probléme de 
lablation du drain en T aprés une opéra- 
tion sur les canaux biliaires s’est toujours 
avéré délicat sinon dangereux. En étudi- 
ant la question, l’auteur croit avoir trouvé 
une solution acceptable pour le chirurgien 
et pour le patient. Voici les résultats 
excellents obtenus par |’auteur dans six 
cas successifs. 

Aprés l’examen du canal biliaire, un 
drain en T est introduit et suturé a la 
soie noire. Puis avec un manchon de 
caoutchouc (fig. 1) on recouvre le drain 
jusqu’au canal sans y appuyer trop forte- 
ment pour éviter la nécrose. Les deux 
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Fig. 1—Diagrammatic sketch of T tube with 
sleeve. 
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Fig. 2.—Diagrammatic sketch showing glass tube 
connection (see text). 


drains sont alors amenés a |’Extérieur 
par deux contre-ouvertures séparées |’une 
de l’autre. Les drains sont alors suturés 
a la peau avec de la soie ou de la suture 
épidermic. On ajuste alors la longueur du 
manchon de fagon a ce que le drain en T 
dépasse de deux pouces. On adapte un 
tube de verre au manchon de sorte que 
le drainage puisse se faire dans un flocon 
réceptacle, en laissant toujours le drain 
en T libre a )’intérieur. 

Par la méthode du manchon, il se fait 
alors une fistule assez grande pour per- 
mettre |’ablation éventuelle du drain en 
T sans danger. 


RESUMEN 


Se ha probado con el tiempo que el 
problema de la remocién postoperatoria 
de la sonda en T en el tratamiento del 
colédoco no es solo dificil sino a veces 
peligrosa. Se sugiere al analizar los 
problemas encontrados que puede ser un 
camino mas simple para el médico y el 
paciente cambiar esta situacién. E] autor 
ha usado el siguiente método en 6 casos 
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consecutivos de exploracién del colédoco, 
con resultados altamente satisfactorios. 

Después de la exploracién del colédoco, 
se introduce la sonda en T apropiada y se 
sutura en su sitio con seda negra. Se coloca 
entonces un maguito de hule sobre la sonda 
hacia abajo evitando hacerlo contra el 
colédoco, para no _ producir necrosis. 
Ambos tubos se traen fuera del abdomen 
por una contrabertura separada, y el man- 
guito se sutura a la piel con dermal o seda. 
La longitud del manguito se ajusta asi, 
de manera que la sonda en T sea mas larga 
una 0 dos pulgadas en lo posible. Se coloca 
entonces un tubo de vidrio sobre el man- 
guito. En consecuencia, la sonda en T no 
solamente permanece libre sino completa- 
mente visible en el adaptador de vidrio. 
El] extremo distal del tubo de vidrio puede 
conectarse entonces como de ordinario a 
una botella de recolecci6n conveniente. 

Con el uso de este método del manguito, 
se crea una fistula lo suficientemente 
amplia para igualar aproximadamente los 
dos didmetros de las ramas cortas de la 
sonda en T, de modo que puede intentarse 
la remoci6n de las sondas cuando se desee, 
siendo no solamente simple para el ciru- 
jano sino seguro y relativamente indoloro 
para el paciente. 


RIASSUNTO 


Nel corso degli anni la rimozione post- 
operatoria di un tubo a T posto nel cole- 
doco durante un intervento chirurgico si 
é dimostrata non solo difficile ma, tal- 
volta, anche pericolosa. Lo studio di tale 
problema indusse a pensare che doveva 
pur esistere una soluzione pili semplice 
sia per il medico che per il paziente. I 
metodo seguente é stato usato dall’Autore 
in 6 casi consecutivi di operazioni esplora- 
tive del coledoco, con ottimi risultati. 

Dopo l’esplorazione del coledoco, vi si 
infila e sutura in seta il tubo a T. Un 
tubo molle di gomma viene poi infilato 
su tale tubo fino a giungere in prossimita 
della parete del coledoco, per quanto non 
proprio a contatto per evitare la necrosi 
da compressione. Ambedue i tubi vengono 
poi portati fuori dall’addome attraverso 
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Fig. 3.—Use of T tube with sleeve in choledochostomy. 


una breve incisione (diversa dalla ferita 
laparotomica), e il tubo molle é suturato 
alla pelle. Al capo esterno del tubo molle, 
la cui lunghezza complessiva é inferiore 
di un pollice o due a quella del tubo a T, 
viene infilato un piccolo tubo di vetro, 
cosicché il tubo a T rimane non solo libero 
ma anche facilmente visibile attraverso il 
tubo di vetro. Al capo distale di quest’ 
ultimo viene infine connesso, come di 
solito, un recipiente raccogliatore. 

Con l’uso di tale metodo viene a crearsi 
un tragitto fistoloso di ampiezza approssi- 
mativamente eguale ai diametri dei due 
bracci corti del tubo a T, in modo che la 
rimozione dei tubi a tempo opportuno é 
non solo facile per il chirurgo ma sicura 
e relativamente indolore per il paziente. 


SUMARIO 


Atravez dos anos 0 problema da remocao 
pos-operatoria do tubo em T no tratamento 


cirurgico do coledoco tem provado nao 
somente ser uma tarefa dificil mas, as 
vezes, desastrosa. A analise dos prob- 
lemas encontrados nesse campo sugeriram 
que poderia haver um meio mais simples 
para o medico tanto quanto para o paci- 
ente para resolver a dificuldade. O seg- 
uinte metodo tem sido usado pleo autor 
em 6 consecutivos casos de exploracao do 
coledoco, com resultados altamente satis- 
fatorios. 

Depois da exploracao do coledoco, o ade- 
quada tubo em T é introduzido e suturado 
in loco com sida preta. Um dreno de 
borracha é€ entéo colocado acima deste 
tubo mas sem exercer presséo de modo 
a evitar necrose. 

Ambos os tubos sao trazidos fora do 
abdomen atravez de incisdes separadas 
adicionais e o dreno de borracha é sutur- 
ado com suturas dermicas ou de séda a 
pele. O comprimento do dreno é de tal 
forma adjustado que o tubo em t é mais 
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longo uma polegada ou duas, si possivel. 
Uma pequeno de vidro é entao adaptado 
com o dreno sobreposto (Fig. 2). Desse 
modo o tubo-em T nao somente fica livre 
mas a verificacao é facil atravez do adapt- 
ador de vidro. A extremidade distal do 
tubo de vidro pode ser entao ligada como 
usualmente ao recipiente de material 
drenado. (Fig. 3). 

Pelo uso desse metodo de manguito, 
uma fistula larga tanto quanto 2 vezes 
0 diametro dos bracos curtos do tubo em 
T é creada, de modo que a remocéo dos 
tubos no momento desejado é, nao, 
somente simples para o cirurgido mas 
livre de perigos e relativamente indolor 


para paciente. 


ZUSAM MENFASSUNG 


Die Entfernung des T-foermigen Drains 
nach. Choledochusoperationen hat sich im 
Laufe der Jahre als eine nicht nur schwie- 
rige, sondern auch manchmal mit Gefah- 
ren verbundene Aufgabe herausgestellt. 


Eine Untersuchung der entstehenden 
Schwierigkeiten fuehrte zu Hinweisen auf 
Mittel und Wege, sowohl dem Arzt als 
auch dem Kranken das Verfahren zu ve- 
reinfachen. Der Verfasser hat sich in 
sechs aufeinanderfolgenden Faellen von 
Choledochusoperationen mit aeusserst be- 
friedigendem Erfolg seiner Methode 
bedient. 
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Nach Exploration des gemeinsamen 
Gallenganges wird das T-Rohr eingefuehrt 
und an Ort und Stelle mit schwarzer 
Seide angenaeht. Dann wird eine Gum- 
mimanschette (Abb. 1) ueber das Rohr 
bis zum Choledochus gestuelpt, ohne diesen 
jedoch direkt zu beruehren, sodass keine 
Drucknekrose entstehen kann. Dann wer- 
den beide Rohre durch eine besondere 
Stichwunde aus dem Bauch herausge- 
leitet, und das Manschettenrohr wird mit 
Haut- oder Seidennaehten an der Haut 
befestigt. Die Laenge des Manschetten- 
rohres wird so bemessen, dass das eigent- 
liche T-Rohr je nach Bedarf 2, 5 bis 5 cm. 
hinausragt. Dann wird ein kleines Glas- 
rohr in das darueberliegende Manschetten- 
rohr eingepasst (Abb. 2). Auf diese Weise 
bleibt das T-Rohr nicht nur frei, sondern 
ist auch durch die Glashuelle leicht sicht- 
bar. Das freie Ende des Glasrohres kann 
dann in der ueblichen Weise mit einer 
geeigneten Auffangflasche verbunden wer- 
den (Abb. 3). 

Mit dieser Manschettenmethode wird 
eine Fistel geschaffen, die ungefaehr dem 
Durchmesser der beiden kurzen Arme des 
T-Rohres entspricht und daher weit genug 
ist, um den_.Versuch, die Drains zur ge- 
wuenschten Zeit zu entfernen, fuer den 
Chirurgen einfach und fuer den Kranken 
sicher und verhaeltnismaessig schmerzlos 
zu gestalten. 
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Those desiring to present scientific exhibits at the 1952 National Assembly 
of the United States Chapter, International College of Surgeons, to be held on 
September 2 to 5 inclusive at the Conrad Hilton Hotel, Chicago, are requested 
to communicate with H. R. Heberlein, Director of Scientific Exhibits, Jackson 
Clinic, 16 South Henry Street, Madison 3, Wisconsin. An application blank listing 
items of information requested (title and nature of exhibit, equipment to be used, 
space requirements, etc.) will appear in successive later issues of the Journal. 
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New Chapter in Southern Rhodesia 


OST family trees have a way of 
M dying at the top. The family tree 

of the International College of 
Surgeons, however, receives continual new 
life and vitality every time another branch 
s added. Apparently the fluid energy that 
sustains our organization has reversed the 
pattern; instead of draining the roots to 
‘eed the branches, it courses vigorously 
from every branch back to the parent 
stem. This phenomenon deserves scientific 
attention. For that matter, so does an- 
other—the prodigious spread of the tree, 
which started not from a sapling but from 
a seed, and has had but a few short years 
to accomplish this miracle. One is led in- 
escapably to the conclusion that the in- 
ternational spirit in science is not only 
a benign but a creative power, for nothing 
more remarkable than its success in the 
College has ever come under our observa- 
tion. Surgeons from all over the world 
recognize the College as a source of in- 
spiration and strength. 

When the new Chapter of the Inter- 
national College of Surgeons was organ- 
ized in Southern Rhodesia last summer, 
Dr. George B. Callahan of Waukegan, 
Illinois, was a guest of Mr. I. R. Rosin, 
F.R.C.S. (Edinburgh), F.I.C.S., and ad- 
dressed the organizational meeting in 
Salisbury. Dr. Callahan said in part: 

“It is indeed an honor to be associated 
with Mr. Rosin, your eminent surgeon, at 
this formation of the Rhodesian Chapter 
of the International College of Surgeons. 
My pleasant assignment comes from the 
College President, Dr. Acuff, and _ its 
founder, Secretary General Dr. Max 
Thorek. Your interest therein and the 
work of the officers selected will mean a 
bond to knit your surgeons more closely 
with the rest of the world and to bring 
to us elsewhere the good results of your 
research and writings. In return, the good 
work which is done in far places will be 


Fig. 1—Mr. I. R. Rosin, F.R.C.S. (Edin.), 

F.1L.C.S., Salisbury, Southern Rhodesia. First 

President, Southern Rhodesian Chapter, Inter- 
national College of Surgeons. 


shared with you. For I am reminded of 
the words of the Indian Chapter’s Presi- 
dent when he addressed the inaugural 
conference in Bombay, in which sat his 
Minister of Health, Rajkumari Amrit 
Kaur. Dr. R. N. Cooper then said: 
“*Modern medicine belongs to no coun- 
try. It belongs to the world. It is the one 
unifying factor that makes human beings 
understand each other. It is the one ray 
of hope in this tired and weary world torn 
by conflicts of ideals. Let modern medi- 
cine evolve in its own way. Let us not 
attach false values, led away as we are 
by a sense of patriotism. This very con- 
ference is proof of the fact that medicine 
is universal. Distinguished disciples of 
medicine have traveled all the way from 
different parts of India and from the 
United States to join us in our delivera- 
tions. As followers of medicine we have 
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but one common ideal. We will understand 
each other better if we also have one com- 
mon language. The world is getting 
smaller every day. We have to realize that 
we are citizens of the world. . .’ 

“The honor of a visit with your Prime 
Minister, Sir Godfrey Huggins, F.R.C.S., 
F.I.C.S. (Hon.), came to me just before 
he left for Bulawayo. He told me of his 
fellowship in the International College of 
Surgeons, and from Mr. Rosin I learned 
the good news that the Prime Minister is 
prepared to accept the first Presidency of 
the Rhodesian Chapter. Likewise, one of 
your members is available for the office 
of Secretary. May God prosper your 
country, your city, your new chapter of 
the International College of Surgeons.” 


Fig. 2.—The Rt. Hon. Sir Godfrey M. Huggins, 

P.C., C.H., K.C.M.G., F.R.C.S. (Eng.), F.I.C.S. 

(Hon.), Salisbury, Southern Rhodesia. Prime 

Minister of Southern Rhodesia and Honorary 

President, Southern Rhodesian Chapter, Interna- 
tional College of Surgeons. 
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Fig. 3.—Dr. George B. Callahan, F.I.C.S., 
Waukegan, Illinois. 


The heartiness with which the whole 
College responds ‘‘Amen”’ is the best pos- 
sible evidence that our original ideals and 
purposes are still in full force. The wel- 
come we extend to every new chapter and 
the immediate and continuous interest dis- 
played by all other chapters in the new 
chapter’s progress is a heartening thing 
to see. To Southern Rhodesia we extend 
this welcome and assure this interest, in 
the certainty that the activities of the new 
chapter will contribute significantly not 
only to the advancement of surgical 
science but to the growth of human under- 


standing. 
M. T. 





Correction: In the article Surgical Management of Secondary and Absolute 
Glaucoma, with Special Reference to Cycloelectrolysis, by Drs. Conrad Berens and 
Louis J. Girard, the heading of Table 1, Page 136, should read as follows: “Results 


of Operation in 1,512 Cases of Secondary Glaucoma.” 


On Page 143, fifth para- 


graph, the references to illustrations should be corrected to the following order: 


Fig. 3 4; Fig. 3, B and C; Fig. 3 C. 





Chapter News 


International College of Surgeons 


United States and Canadian Chapters 


Arnold S. Jackson, M.D., F.A.C.S., F.1.C.S., Secretary 


Reception Held for Princess Alice of 
Greece at College Headquarters: The home 
of the International College of Surgeons at 
1516 Lake Shore Drive in Chicago was the 
scene of a brilliant gathering on February 9 
of members of foreign consulates and their 
wives, and Fellows of the College and their 
wives and other guests, to honor Princess 
Alice of Greece, who was accompanied by 
Bishop Gerasimos of the Greek Orthodox 
Diocese of Chicago. 


Princess Alice is the second cousin of the 
late King George VI of England and mother- 
in-law of Queen Elizabeth, England’s new 
queen. She was in Chicago for only a few 
days on a tour planned to raise funds for 
the Sisterhood of Martha and Mary, a reli- 
gious order of Greek Orthodox nuns which 
she founded three years ago to care for the 
sick. At that time Princess Alice, to use her 
own words, “withdrew from the world” to 
dedicate the rest of her life to service. Her 


Left to right: Mrs. Max Thorek; Dr. Max Thorek, Founder of the College; Princess Alice; Bishop 
Geranimos of the Greek Orthodox Church, Chicago; Mrs. George P. Gavaris; Dr. Gavaris. 
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order is housed in a convent in a suburb of 
Athens. 

The plans of Princess Alice were greatly 
changed by the. death of the king and the 
period of mourning which ensued for the 
royal family. This made necessary the can- 
celling of most of the engagements which 
she had made. Because of the nature of the 
activities of the International College of Sur- 
geons, and its special interest in her work 
for the sick, she made its reception for her 
an excepiton to her ‘general avoidance of 
social functions while in America. 

Princess Alice, who is the widow of Prince 
Andrew of Greece and the granddaughter of 
Queen Victoria of England, wore a nun’s 
habit consisting of a simple gray wool suit, 
a gray wool coif and veil covering her hair, 
and gray scarf, as shown in the accompany- 
ing photograph of a part of the receiving 
line at the reception. 

Among the countries whose consulates were 
represented at the function were Greece, Eng- 
land, -France, Denmark, Spain, Yugoslavia, 
The Philippine Islands, Mexico, Honduras, 
Nicaragua, San Salvador, Dominican Repub- 
lic, Paraguay, Uruguay, Haiti, and Canada. 
National organizations represented by their 
officials included the Canadian Hospital Coun- 
cil, the American Medical Association, and 
the American Hospital Association. 


Wyoming Section Meeting: Not news, but 
nevertheless interesting, is the fact that the 
Wyoming Section of the United States Chap- 
ter, according to Regent Dr. W. Andrew Bun- 
ten of Cheyenne, is still looking back with 
satisfaction to its successful and outstanding 
meeting at Rock Springs on Septemebr 26, 
1951, the day before the annual meeting of 
the Wyoming State Medical Society. Among 
the reasons why the meeting is memorable 
to them is that it gave them opportunity to 
know and to love Dr. Custis Lee Hall, one of 
the out-of-state speakers, whose death oc- 
curred only six weeks later. The Wyoming 
Chapter will participate in the regional meet- 
ing which will be held in Colorado Springs, 
Colorado, on May 2 and 3. 


Colombian Association of Surgeons Merges 
with Colombian Chapter of International 
College of Surgeons: The 143 members of 
the Colombian Association of Surgeons have 
combined with the Colombian members of 
the International College of Surgeons to form 
the Colombian Chapter of the College, accord- 
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ing to an official announcement from the 
International Board of Trustees. This im- 
portant merger adds many leading surgeons 
of the country to the Chapter’s list of dis- 
tinguished members. 

The Colombian Chapter announces election 
of the following officers, who were formerly 
officers of the Colombian Association of Sur- 
geons: 

President: 

Dr. Pedro Eliseo Cruz, Bogota; Chief, 
Department of Surgery, Faculty of Medi- 
cine of the National University. 

Vice President: 

Dr. Marco Tulio Aquilera Camacho, Bo- 
gota; Professor of Surgery, Faculty of 
Medicine of the National University. 

Secretary: 

Dr. Antonio Ordonez Plaja, Bogota; 
Chief of Clinical Surgery, Hospital San 
Juan de Dios. 

Treasurer: 

Dr. Alberto Vejarano L., Bogota; Chief 
of Clinical Surgery, National Radium In- 
stitute. 

Executive Council: 

Dr. Cesar Augusto Pantoja, Bogota; Pro- 
fessor of Clinical Surgery, Faculty of Medi- 
cine of the National University. 

Dr. Jose Miguel Huertas, Bogota; Sur- 
geon-in-chief, Palermo Clinic. 

Dr. Jorge E. Helo, Bogota; Associate 
Professor of Clinical Surgery, Faculty of 
Medicine, National University. 

Dr. Alberto Delgadillo, Bogota; Surgeon, 
Department of Surgery, Faculty of Medi- 
cine, National University and Hospital la 
Samaritana. 

Dr. Mario Negret Lopez, Bogota; Assist- 
ant Professor of Surgery, Javeriana Uni- 
versity; Surgeon, Surgical Clinic, Faculty 
of Medicine, National University. 

Dr. Alfonso Pabon Pabon, Bogota; Sur- 
geon, Surgical Clinic and Emergency Serv- 
ice, Hospital San Juan de Dios, National 
University. 

Dr. Carlos Gomez Barragan, Bogota; 
Surgeon, San Jose, Misericordia Hospitals. 


Dr. Dailey Returns from Pakistan: Dr 
Ulysses Grant Dailey, F.I.C.S., was quoted 
by the Chicag Daily News upon his return 
about the middle of February from a three 
months’ lecture tour to Pakistan, as saying: 
“Twenty newspapermen interviewed me at 
Dacca, capital of East Pakistan; one of them 
with a solemn face and manner, remarked 
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as if in surprise that I, a Negro, spoke as 
good English as my companion from the 
American consular staff. I told them that in 
America Negroes are Americans and share, 
though not always equally, in American edu- 


CHAPTER NEWS 


tor of Laboratories at the hospital for 26 
years. Dr. Brodny discussed “Sexual Dys- 
functions in the Male: A Urethrographic 
Study.” 

A warm welcome to the new members of 


the Colombian Chapter is extended by the 
International Board of Trustees on behalf 
of the members of the International College 
of Surgeons. ; 


cational opportunities. I told them of some 
negroes who have become eminent men of 
science. I mentioned, for one, a professor of 
bacteriology at Harvard University, Dr. 
Augustus William Henton.” 

Dr. Dailey was sent to Pakistan by the 
Department of State to lecture on surgery 
in connection with its educational exchange 
program. 


Tuberculosis Nursing Conference Held in 
Madison: The facilities of the superbly 
equipped new Veterans Administration Hos- 
pital in Madison were made available for a 
five-day Tuberculosis Nursing Conference, 
March 3 to 8. Professor Martha Jenny of 
the University of Wisconsin, who has charge 
of the public health nursing courses in the 
University, was general chairman of the 
conference. Among the subjects discussed 
by workshop groups was the effect of new 
medical and surgical treatments on nursing 
procedures. 


Laboratory Dedicated at Boston State 
Hospital: Dr. M. Leopold Brodny, Regent 
of the Massachusetts Section of the Inter- 
national College of Surgeons, was one of the 
speakers at the dedication of the Myerson 
Laboratory of the Boston State Hospital on 
January 3. The program was in memory of 
Dr. Abraham Myerson who served as Direc- 





A Hippocratian Case Report 


At Thasos the wife of Delearces, who lay on the level 
ground, took a high fever with shivering as the result of grief. 
From the start she used to wrap herself up, always remaining 
silent while she groped about, scratching and plucking out hair, 
and alternately wept and laughed. She did not sleep, She re- 
mained constipated even when the bowels were stimulated. She 
drank a little when reminded to do so; the urine was thin and 
small in quantity. Fever was slight to the touch; the extremities 
were chilly. 

Ninth day: much random talking, but subsequently she 
quietened down and fell silent. 

Fourteenth day: respiration infrequent; deep for a while and 
then the breaths would be short. 

Seventeenth day: the bowels were stimulated and disordered 
stools were passed giving way to the actual liquid drunk, nothing 
being retained. She was insensible to everything. Skin taut 
and dry. 

Twentieth day: much talking and then quietened down 
again; aphonia, respiration in short breaths. 

Twenty-first day: died. 

Throughout this case respiration was intermittent, and deep. 
She was insensible to everything, always kept herself wrapped 
up and either talked at random or kept silence. 





Forthcoming Regional Meetings 


of the 


International College of Surgeons 


The Eighth Biennial International Assembly of the International College of Surgeons 
will be held in Madrid, Spain, May 20-23 inclusive, 1952. The plan for travel includes 
meetings with the French Chapter of the International College of Surgeons in Paris and 
Bordeaux, to be followed by meetings in Barcelona, Madrid, Vienna and Amsterdam. 
Information may be obtained by addressing the Secretariat, International College of Sur- 
geons, 1516 Lake Shore Drive, Chicago 10, Illinois. 


The Seventeenth Annual Assembly of the United States Chapter will be held at the 
Conrad Hilton Hotel (formerly the Stevens) in Chicago, Sept. 2-5 inclusive, 1952. 
Further information may be obtained by communicating with Dr. Arnold S. Jackson, 
Secretary, United States Chapter, 1516 Lake Shore Drive, Chicago 10, Illinois. 


Regional Meetings 


United States Chapter, International College of Surgeons 


Location Date Chairman 


Pittsburgh, Pennsylvania March 13-14 Dr. Elmer S. A. King 
William Penn Hotel 1952 3700 Fifth Avenue 


Detroit, Michigan April 24-25, Dr. Warren W. Babcock 
Statler Hotel 1952 806 Fisher Building 


Kansas City, Missouri April 27-28-29, Dr. Claude Hunt 
President Hotel 1952 1612 Professional Bldg. 


Colorado Springs, Colorado May 2-3, Dr. Kenneth Sawyer 
Broadmoor Hotel 1952 1820 Gilpin Street, Denver 


Tulsa, Oklahoma October (Date to be Dr. André B. Carney 
Mayo Hotel announced ) 915 S. Cincinnati 


For information, please communicate with the respective chairmen as listed above. 





Postgraduate Courses 


Preassembly Courses Offered by the International College of 
Surgeons in Cooperation with the Cook County Graduate 
School of Medicine | 


The Seventeenth Annual Assembly of the 
United States and Canadian Chapters of the 
International College of Surgeons will be held 
in Chicago, September 2 to 5 inclusive, 1952. 
In keeping with the educational activities and 
objectives of the International College of Sur- 
geons, arrangements have been made to offer, 
in cooperation with the Cook County Graduate 
School of Medicine, a two-week Preassembly 
Postgraduate Course from July 14 through 
July 26. 

Since the course is designed primarily as an 
intensive review for members of the Interna- 
tional College of Surgeons and those preparing 
for its examination, the number of registrations 
will be limited. 

The course will consist of illustrated lectures, 
demonstrations, presentation of cases and surgi- 


cal clinics. The teaching faculty will be com- 
prised of members of the attending and asso- 
ciate staffs of Cook County Hospital and 
prominent guest lecturers from other cities. 

In addition to general sessions for the entire 
group, there will be numerous section sessions 
for surgeons primarily interested in the follow- 
ing fields: 

General Surgery 

Orthopedic Surgery 

Gynecology 

Urology 

Proctology 

Basic Sciences in Clinical Surgery 

Requests for application forms or additional 
information may be addressed to the Secretary, 
Preassembly Postgraduate Courses, Interna- 
tional College of Surgeons, 1516 Lake Shore 
Drive, Chicago 10, Illinois. 


Courses Offered by the German Chapter, International College 


of Surgeons 


July 15—August 15, 1952 


The German Chapter of the International 
College of Surgeons is arranging a four-week 
postgraduate course, open to all surgeons except 
those in the Iron Curtain countries. The date 
for the beginning of the course is July 15, 1952. 
The following subjects will be presented: 

1. Thoracic Surgery. Given by Prof. Dr. Albert 
Lezius, Director of Surgical Department, 
University of Hamburg, and Assistants. 

- Modern methods of anesthesia in chest 
surgery, with practical demonstrations 

- Bronchoscopy 

. Bronchography 

. Intubation 

- Postoperative care of the Bronchial Tree 
Operative treatments of Carcinoma of 
the Lungs 

. Operative treatments of Bronchiectasis 

- Operative treatment of Pulmonary 
Tuberculosis 
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i. Operative treatments of tumors of the 
Mediastinum 

j. Surgery of the Esophagus and Cardia 
k. Operative treatment of congenital and 

acquired cardiac disease. (Fallot’s Tet- 
ralogy, Ductus Botalli, Coarctation of 
the Aorta, Stenosis of the Aortic Valve, 
Angina Pectoris.) 

. Surgery of the ‘Stomach. Given by Prof. Dr. 
G. E. Konjetzny, Director Emeritus, De- 
partment of Surgery, University of Ham- 
burg. 

a. Pathologic anatomy and _ pathological 
physiology of gastric ulcer 

b. Operations on the stomach 

e. Evaluation of Dragsted’s operation and 
sympathectomy 

. Urologic Surgery. Given by Prof. Dr. Hans 
T. Junker, Chief Urologic Clinic, Allge- 
meines Krankenhaus Barmbeck, Hamburg- 
Wandsbek. 
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Cystoscopy 
Pyelography 
Roentgen diagnosis of diseases of the 
Kidneys . 
Endoscopic operative procedures in tu- 
mors of the Bladder 
Tumors of the Prostate (particularly 
hypertrophy) 
Prostatectomy 
1. Freyer’s method 
2. Millin’s procedure 
3. Harris’ method 
g. ‘Total cystectomy for carcinoma of the 
bladder 
h. Miscellaneous subjects. 
Medullary Nailing of Fractures of Long 
Bones: Given by Prof. Dr. Gerhard 
Kiintscher, Surgeon in Chief, Kreiskranken- 
haus, Schleswig. 
a. Theoretic Considerations of Medullary 
Nailing 
b. Indications for Medullary Nailing 
c. Bones of the Leg, Arm and Forearm 
d. Medullary Nailing in Operations for 
Pseudo-Arthrosis 
e. Operative Technic 
f. Film Presentation 


Date: The date for the beginning of the course 
is 15 July 1952. 


Place: Postgraduate courses in Thoracic and 
Gastric Surgery will be held at the Surgical 
clinics of the University of Hamburg. The 
course in Urologic Surgery will be held at 
the Allgemeines Krankenhaus Barmbeck, 
Hamburg-Wandsbek. 

T'uition: For those residing in Europe, the tui- 
tion will be DM 100 per course. 

For those residing in the United States. 
Canada, Central America and South Amer- 
ica, the tuition will be $100 per course. 

Courses: The courses will consist of daily prac- 
tical demonstrations, lectures and operative 
procedures given by the teachers and as- 
sisted by the postgraduates. 

Directors: Prof. Dr. Albert Lezius, Prof. Dr. 
G. E. Konjetzny and Prof. Dr. Hans T. 
Junker. 

Inquiries and Registration for the postgraduate 
courses will be received until July 1, 1952 
and should be addressed to Prof. Dr. Albert 
Lezius, Chief, Department of Surgery, Uni- 
versity of Hamburg, Hamburg, Eppendorf, 
Germany. 

Vierwochiger Fortbildungskurs 
Deutsches Chapter, International 


College of Surgeons 


Das Deutsches Chapter des International Col- 
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lege of Surgeons beabsichtigt, einen vierw6chi- 

gen Fortbildungskurs fiir junge Arzte und 

Chirurgen zu halten. Folgende Hauptthemen 

sind vorgesehen: 

1. Thoraxchirurgie: Prof. Dr. Albert Lezius, 
Direktor der Chirurgischen Universitits- 
Klinik und Poliklinik, Hamburg-Eppendorf, 
und Mitarbeiter. 

a. Moderne Narkose und Anaesthesiever- 
fahren fiir die Thoraxchirurgie mit prak- 
am Dienstag 15 Juli 1952 
tischen Uebungen 
. Bronchoskopie 
Bronchographie 
Intubation 
Postoperative Bronchialtoilette 
Die Operative Behandlung des Lungen- 
karzinoms 
Die Bronchiektasen 
Die Lungentuberkulose 
Die Geschwiilste des Mediastinums 
Die Chirurgie des Oesophagus und der 
Kardia 
Die Chirurgie der angeborenen und 
erworbenen Herzfehler (Fallot’sche Te- 
tralogie, offener Ductus Botalli, Coarcta- 
tion der Aorta, Pulmonalstenose, Mitral- 
stenose, Aortenklappenstenose, Angina 
pectoris ) 
Chirurgie des Magens: Prof. Dr. G. E. 
Konjetzny, Direktor Emeritus der Chirur- 
gischen Universitats-Klinik und Poliklinik, 
Hamburg-Eppendorf 
a. Pathologische Anatomie und _ Patho- 
logische Physiologie des Magengesclhiwiirs 
b. Die Operationen am Magen 
c. Stellungnahme zur Operation nach Drag- 
stedt und zur Sympathektomie 
Chirurgische Urologie: Prof. Dr. Hans T. 
Junker, Chefarzt der Chirurgisch-Urolo- 
gischen Klinik des Allgemeinen Kranken- 
hauses, Barmbek. 
a. Zystoskopie 
b. Pyelographie 
ce. Rontgendiagnose der Nierenerkrankun- 
gen 
d. Operative endoskopische Eingriffe bei 
Blasentumoren 
e. Prostatahypertrophie 
f. Die Prostatektomie nach Freyer, nach 

Millin und nach Harris 

Die totale Zystektomie beim Blasen Kar- 

zinom 

h. Verschiedenes 

Die Marknagelung von Frakturen langer 

Rohrenknochen: Prof. Dr. Gerhard Kiint- 

scher, Chefarzt der Chirurgischen Abteilung 


o 
=: 
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der Kreiskrankenhauses Schleswig 

. Theoretische Grundlagen der Marknage- 
lun 
oe fiir die Oberschenkelmark- 
nagelung 
Die Unterschenkel—, Oberarm und Un- 
terarmmarknagelung 

. Die Marknagelung bei Pseudarthrosen- 
operationen 

. Operationstechnik 
Filmvorfiihrungen 


Zeit: Beginn des Kurses Dienstag, 15 Juli 1952. 
Ort des Kurses: Thoraxchirurgie und Magen- 
chirurgie — Hamburg-Eppendorf, Chirur- 
gische Universitats-Klinik. 
Urologie — Allgemeines Krankenhaus 
Barmbeck, Hamburg-Wandsbek. 


Kosten: Fiir AngehOrige europaischer Staaten 
DM 100. 

Kosten fiir Angehorige der U.S.A., der 
Mittel und Siidamerikanischen und Canada 
100 Dollar. 

Die Kurse: Die Kurse bestehen in theoretischen 
Vorlesungen unde in taglichen Uebungen 
und Operationen. 

Kursleiter: Prof. Dr. Albert Lezius: Prof. Dr. 
G. E. Konjetzny: Prof. Dr. Hans T. 
Junker: Prof. Dr. Gerhard Kiintscher. 

Anmeldungen bis 1 Juli 1952: Prof. 
Dr. A. Lezius, Direktor, Chirurgische Uni- 
versitats-Klinik und Poliklinik, Hamburg- 
Eppendorf. 


du Collége International des 
Chirurgiens 


Cours Avancés Offerts par le 
Chapitre Allemand 


Le Chapitre Allemand du Collége Interna- 
tional des Chirurgiens organise un cours avancé 
de quatre semaines. Les sujets suivants seront 
traités: 

1. Chirurgie Thoracique. Par Monsieur le 
Professeur Albert Lezius, Directeur de la 
section de Chirurgie 4 l'Université de Ham- 
burg et ses Assistants. 

a. Méthodes modernes d’anesthésie en 

chirurgie thoracique, avec démonstrations 

pratiques 
b. Bronchoscopie 
Bronchographie 
Intubation trachéale 
Traitement post-opératoire en matiére 
d’arbre bronchique 
Traitement chirurgicale des cancers du 
poumon 
Traitement chirurgicale des dilatations 
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des bronches 
Traitement chirurgicale de la tubercu- 
lose pulmonaire 
Traitement chirurgicale des tumeurs du 
médiastin 
Chirurgie de l’ésophage et du cardia 
Traitement chirurgicale des _ cardio- 
pathies congénitales et acquises (‘Tétra- 
logie de Fallot, Persistance du Trou de 
Botal, Sténose de l’Isthme de |’Aorte, 
tetrécissement de lOrifice Aortique, 
Angine de Poitrine) 
Chirurgie Gastrique. Par Monsieur le Prof- 
esseur G. E. Konjetzny, Directeur Emérite 
de la Section de Chirurgie 4 l’Université de 
Hamburg. 
a. Anatomo Pathologie et Physio Patho- 
logie de l’ulcére de l’estomac 
b. Chirurgie gastrique 
c. Discussion de la valeur de l’Opération de 
Dragstedt et de la Sympathectomie 
Urologie. Par Monsieur le Professeur Hans 
T. Junker, Chef de la Clinique d’Urologie 
a Allegemeines Krankenhaus, Barmbeck, 
Hamburg-Wandsbek. 
a. Cystoscopie 
b. Pyélographie 
c. Radiologie dans de diagnostic des mala- 
dies rénales 
d. La Chirurgie endoscopique des tumeurs 
de la vessie 
e. Les tumeurs de la prostate 
f. Prostatectomie 
1. Par la méthode de I'reyer 
2. Par la méthode de Millin 
3. Par la méthode de Harris 
g. Cystectomie totale pour cancer de la 
vessie 
h. Sujets divers 
L’Enclavage Medullaire des Fractures des 
os Longs. Par Monsieur le Professeur Ger- 
hard Kiintscher, Chirurgien Chef, Kreis- 
krankenhaus, Schleswig 
a. Considérations théoriques sur l’enclavage 
médullaire 
b. Les indications de l’enclavage médullaire 
c. Os de la jambe, du bras et de l’avant bras 
d. Le traitement des Pseudarthrosis par 
l’enclavage médullaire 
e. Téchnique opératoire 
f. Présentation de films. 

Date: La date pour le début du cours est le 
15 Juillet 1952. 

Place: Les course avancés de Chirurgie Gas- 
trique et Thoracique seront donnés a ja 
Clinique is ae de l'Université de 
Hamburg. Le cours d’Urologie sera donné a 
l’Allegemeines Krankenhaus, Barmbeck, 
Hamburg-Wandsbek. 
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Inscriptions: Pour ceux habitant 1Europe, 
l’inscription sera de 100 DM. 

Pour ceux habitant les Etats-Unis, 
l’Amerique Centrale et du Sud et le Canada, 
I’Inscription sera de $100 par cours. 

Les Cours: Les cours consisteront de démon- 
strations pratiques, de cours théoriques et de 
techniques opératoires donnés par les prof- 
esseurs. 

Les Directeurs: Les Directeurs des cours 
avancés sont: Messieurs Les Professeurs Al- 
bert Lezius, G. E. Konjetzny Hans T. 
Junker et Gerhard Kiintscher. 

Les démandes de renseignements et les in- 
scriptions seront recues jusqu’au le 1 Juillet 
1952, et devront étre adressées 4 Monsieur le 
Professeur A. Lezius, Directeur de la Section de 
Chirurgie, Université de Hamburg, Hamburg, 
Eppendorf, Allemagne. 


Cursos de Post-Graduado Ofrecidos 
por el Capitulo Aleman 


del Colegio Internacional 
de Cirujanos 


E] Capitulo Aleman del Colegio Internacional 
de Cirujanos esta preparando un curso de Post- 
Graduado de cuatro semanas de duracién. La 
siguiente materia sera presentada. 

1. Cirugia de Torax: Explicada por el Profesor 
Dr. Albert Lezius, Director del Departa- 
mento de Cirugia, La Universidad de Ham- 
burgo, y por sus asistentes. 

a. Métodos modernos de _ anestesia en 
cirugia de torax, con demonstraciones 
practicas 
Broncoscopia 
Broncografia 
Intubacién 
Cuidado post-operatorio del Arbol Bron- 
quial 
Tratamiento quirtrgico del Carcinoma 
del Pulmén 
Tratamiento quirtrgico de la bronquiec- 
tasia 
Tratamiento quirtrgico de la Tuberculo- 
sis pulmonar 
Tratamiento quirtirgico de los tumores 
del mediastino 
Cirugia del eséfago y cardias 
Tratamiento quirurgico de enfermedades 
cardiacas congénitas y adquiridas (Tetra- 
logia de Fallot, Coartacién de la Aorta, 
Estenosis de la Valvula Aortica, Angina 
Pectoris ) 

Cirugia del Estémago: Explicada por el 

Profesor Dr. G. E. Konjetzny, Director 


MARCH, 1952 


Emérito del Departamento de Cirugia de la 
Universidad de Hamburgo. 
a. Anatomia y fisiologia patolégica de la 
Ulcera gastrica 
b. Operaciones del estémago 
ce. Evaluacién de la operacién de Dragstedt 
y la simpatectomia 
Cirugia Urolégica: Explicada por el Prof. 
Dr. Hans T. Junker, Jefe de la Clinica 
Uroldgica, Allgemeines Krankenhaus Barm- 
beck, Hamburg-Wandsbek 
a. Cistoscopia 
b. Pielografia 
ec. Diagndéstico Radiolégico de las Enferme- 
dades de los Rinones 
Ténicas operatorias 
tumores de la vejiga 
Tumores de la prostata (Particularmente 
la hipertrofia) 
Prostatectomia 
1. Metodo de Freyer 
2. Metodo de Millin 
3. Metodo de Harris 
g. Cistectomia total en Carcinoma de la 
vejiga 
h. Temas Miscelaneos 
Aplicacién Medular de Clavos en Fractures 
de los Huesos Largos: Explicada por el 
Profesor Dr. Gerhard Kiintscher, Jefe en 
Cirugia, Kreiskrankenhaus, Schleswig. 
a. Consideraciones tedricas sobre aplica- 
cién medular de clavos 
Indicaciones 
Huesos de la pierna, brazo y antebrazo 
Aplicacién de clavos en pseudo-arthrosis 
. Tenicas operatorias 
f. Presentacién de Peliculas 

Fecha: La fecha para el comienzo del curso es 
15 Julio de 1952 

Lugar: Los cursos de post-graduado en cirugia 
de torax y estomago se llevaran a cabo en 
las clinicas quirirgicas de la Universidad 
de Hamburgo. El curso en cirugia uroldégica 
se ofrecerd en Allgemeines Krankenhaus 
Barmbeck, Hamburgo-Wandsbek. 

Matricula: Para aquellos que residen en Europa, 
el costo sera de DM 100 cada curso. 

Para aquellos que residen en Los Estados 
Unidos, Canada, Centro y Sud America, el! 
costo sera de $100.00 cada curso. 

Cursos: Los cursos consistiran en demostraciones 
practicas diarias, conferencias y procederes 
quirurgicos realizados por los profesores y 
asistidos por los post-graduados. 

Directores: Prof. Dr. Albert Lezius, Prof. Dr. 
G. E. Konjetzny, Prof. Dr. Hans T. Junker, 
Prof. Dr. Gerhard Kiintscher. 


endoscépicas en 
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Solicitudes de Matricula: Solicitudes de matric- 
ula para los cursos de post-graduados seran 
aceptadas hasta 1 Julio de 1952 y deben ser 
dirigidas a la Profesor Dr. Albert Lezius 
Jefe del Departamento Quirtrgico de la 
Universidad de Hamburgo, Hamburgo-Ep- 
pendorf, Alemania. 


Corsi per Laureati Offerti Dalla 
Sezione Tedesca 


dell’ “International College of 
Surgeons” 


La Sezione Tedesca dell’ “International Col- 
lege of Surgeons” sta preparando un corso per 
Jaureati della durata di un mese. Saranno pre- 
sentati i seguenti argomenti: 

1. Chirurgia Tordcica: Prof. Dott. Albert 
Lezius, Direttore della Clinica Chirurgica 
dell’Universita d’Amburgo, ed i suoi as- 
sistenti. 

Metodi moderni d’Anestesia in chirurgia 
tordcica, con dimostrazioni pratiche 
Broncoscopia 
Broncografia 
Intubazione 
Cura postoperatoria dell’albero bron- 
chiale 
Trattamento operatorio del cancro del 
polmone 
Trattamento operatorio delle bronchie- 
tasie 
. Trattamento operatorio della tubercolosi 
polmonare 
Trattamento chirurgico di tumeri del 
mediastino 
Chirurgia dell’esofago e del cardia 
Trattamento operatorio delle cardiapatie 
congenite ed acquisite (Tetralogia di 
Fallot, Dotto di Botallo, Coartazione 
aortica, Stenosi della valvola aortica, 
Angina di Petto) 
Chirurgia dello Stomaco: Prof. Dott. G. E. 
Konjetzny, Direttore Emerito della Clinica 
Chirurgica dell’Universita d’Amburgo 
Anatomia e fisiologia patalogica dell’ul- 
cera gastrica 
Interventi sullo stomaco 
Valutazione dell’intervento di Dragstedt 
e simpaticectomia 

. Chirurgia Urologica: Prof. Dott. Hans T. 
Junker, Capo della Clinica Urologica, All- 
gemeines Krankenhaus, Barmbeck, Amburgo- 
Wabdsbek 
a. Cistoscopia 
b. Pielografia 
e. Diagnosi radiologica delle malattie del 

rene 
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d. Procedure operatorie endoscopiche dei 

tumori della vescica 

Tumori della prostata (particolarmente 

ipertrofia ) 

Prostatectomia 

1. Metodo di Freyer 

2. Metodo di Millin 

3. Metodo di Harris - 

Cistectomia totale nel carcinoma deHa 

vescica 

h. Argomenti vari 

Trattamento delle Fratture delle Ossa 

Lunghe con il Metodo delle’Inchiodamento 

Intramidollare: Prof. Dott. Gerard Kiint- 

scher, Cappo della Clinica Chirurgica, 

Kreiskrankenhaus, Schleswig. 

a. Considerezioni teoriche 
Indicazioni 
Applicazioni all’arto 
feriore 
Applicazioni in casi di pseudoartrosi 
Tecnica operatorie 

. Prezentazione di radiogrammi 

Data: La data probabile dell’inizio del 

corso e il 15 luglio 1952 

La Situazione: I corsi di chirurgia tordcica e 
gastrica saranno tenuti alla Clinica Chirur- 
gica dell’Universita d’Amburgo. II corso in 
chirurgica urologica sara tenuta nella Allge- 
meines Krankenhaus Barmbeck, Amburgo- 
Wandsbek. 

Tassa: Per quelli che risiedono in Europa, la 
tassa sara di 100 D.M. 

Per quelli che risiedono negli Stati Uniti, 
America Centrale e Medionale e Canada, la 
tassa sara di $100.00 per corso. 

I Corsi: I corsi consisteranno de dimostra- 
zioni pratiche, lezioni e interventi operatori 
quotidiane attuate dagli insegnanti e dei 
laureati. 

I Direttori: Prof. Dott. Albert Lezius, Prof. 
Dott. G. E. Konjetzny, Prof. Dott. Hans T. 
Junker, Prof. Dott. Gerhard Kiintscher. 
Informazione e domande frequenza per il 

corsi per laureati saranno ricevute sino al 15 

Luglio 1952 e devono essere indirizzate al 

Prof. Dott. Albert Lezius, Direttore della 

Clinica Chirurgica, Universita d’Amburgo, Am- 

burgo-Eppendorf, Germania. 


e. 


. 
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superiore ed _ in- 
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Cursos de Post-Graduacao Oferecidos 
Pelo Capitulo Alemao 
do Collegio Internacional de 
Cirurgioes 
O Capitulo Alemao de Cirurgides esta organ- 
izando um curso de post-graduacao de quatro 
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semanas. 
tados: 
1. Cirurgia do Thoraz. Dado pelo Prof. Albert 
Lezius, director do Departamento Cirurgico, 
Universidade de Hamburgo e seus assis- 
tentes. 
Metodos modernos de anestesia em 
cirurgia torax com demonstragoes pra- 
ticas 
Broncoscopia 
Broncografia 
Intubacao 
Cuidados 
bronquial 
Tratamentos operatorios do carcinoma 
dos pulmées 
Tratamentos operatorios da bronquiec- 
tasia 
Tratamento operatorio da_tuberculose 
pulmonar 
Tratamento operatorio de tumores do 
mediastino 
Cirurgia do esofago e do cardia 
Tratamento operatorio de doengas car- 
diac¢as adquiridas ou cogenitas, (Tetra- 
logia de Fallot, Buraco de Botal, Coarc- 
tacao da Aorta, estendse da_ valvula 
aértica, angina pectoris) 
Cirurgia do Estomago. Dado pela Prof. Dr. 
G. E. Konjetzny, Diretor Emerito, Departa- 
mento de Cirurgia, Universidade de Ham- 
burgo. 
a. Anatomia patologica e fisiologia pato- 
logica da ulcera gastrica 
b. Operacdes sobre o estomago 
ec. Julgamento do operacao de Dragstedt e 
simpatectomia 
Cirurgia Urologica. Dada pelo Prof. Dr. 
Hans T. Junker, Chefe Clinica Urologica, 
Allgemeines Krankenhaus Barmbeck, Ham- 
burg-Wandsbek. 
a. Cistoscopia 
b. Pilografia 
d. Diagnostico radiologico das doencgas dos 
rins 
Processos operatorios endoscopicos em 


Os seguintes assuntos serdo apresen- 


pos-operatorios de  arvore 
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tumores da bexiga 
Tumores da prostata (particularmente 
hipertrofia) 
Prostatectomia 
1. Metodo de Freyer 
2. Metodo de Millin 
8. Metodo de Harris 
h. Cistectomia total em carcinoma da bexiga 
i. Assuntos diversos 
Fixagdo de Fraturas de Osos Longos por 
Cravejamento Metalico Medular: Dado pelo 
Prof. Dr. Gerard Kiintscher, Chirurgiao en 
Chefe, Kreiskrankenhaus, Schleswig. 
a. Consideragdes teoricas sobre craveja- 
mento metalico medular 
b. Indicagédes para cravejamento metalico 
medular 
c. Osos de perna, brago y ante braco 
d. Cravejamento medular em _ operagoes 
para pseudo-artrosis 
e. Técnica operatoria 
f. Film 

A Data: A data para inicio do curso é 15 Julho 
de 1952. 

Sitio: Cursos post-graduados em Cirurgia do 
Estomago e do Thorax serado dados no Clin- 
ica Cirurgica da Universidade de Hamburgo. 
O curso de Cirurgia Urologica sera dado no 
Allgemeines Krankenhaus Barmbeck, Ham- 
burgo-Wandsbek. 

Tazres: Para os residentes nos Estad os 
Unidos, Central e Sul'America e Canada, a 
taxa sera de $100.00 por curso. 

Para os residentes na Europa, a taxa sera 
de DM 100 para cada curso. 

Os Cursos: Os cursos consistirao de demon- 
stragaes practicas, aulas e operacdes dadas 
por professores é post-graduados. 

Diretores: Prof. Dr. Albert Lezius. Prof. Dr. 
G. E. Konjetzny. Prof. Dr. Hans T. 
Junker. Prof. Dr. Gerard Kiintscher. 

Informagaes e registro para os cursos de pos- 
graduacao serdao recebidas até 1 de Julho de 

1952 e devem ser dirigidas ao Prof. Dr. Albert 

Lezius, Universidade de Hamburgo, Diretor do 

Departamento Cirurgico, Hamburgo-Eppendorf, 

Alemanha. 





Date of International Assembly, University of Madrid 
May 19-24, 1952 
Dates of Preassembly and Postassembly Meetings 
May 13, 14 
May 16, 17, 18 


University of Bordeaux 
University of Barcelona 


Amsterdam 


University of Vienna May 26, 27 
Inauguration of Netherlands Chapter, 


.»-May 29, 30 





General News Notes 
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Plastic Surgery Essay Contest: The Foun- 
dation of the American Society of Plastic and 
Reconstructive Surgery, Inc., is announcing 
its 1952 contest for essays on plastic and 
reparative surgery. The regulations govern- 
ing the junior and senior classifications are 
as follows: 

I. Junior Classification 

1. The contest shall be restricted to resi- 
dents, and surgeons in the practice of plastic 
and reparative surgery for not longer than 
five years. 

2. The main prizes in this classification 
consist of two scholarships, six months each, 
in plastic and reconstructive surgery. The 
scholarships will be selected by the winners 
from leading services in the United States, 
England and Italy. 

Certificates of merit or honorable mention 
may also be awarded. 

3. The competition is open to physicians 
of the American Continent and Western 
Europe. 

4. The subject matter of the essay shall be 
the result of some recent original clinical or 
laboratory research in plastic surgery (about 
5,000 words). Case reports, or papers that 
have been previously published (even in 
part), will not be considered. 

5. All essays shall be submitted in quad- 
ruple form in English (with illustrations) 
with no indication of the wrter’s name or 
his institutional affilation. 

6. The essay shall be identified by legend, 
and in a sealed envelope with identifying 
legend on the outside, must be included name, 
address and affiliations of the contestant. 
Character references from two leading sur- 
geons in the applicant’s country must be 
forwarded directly to the award committee. 

7. The essayist shall also give the follow- 
ing information: (a) Name of medical school. 
Accurate details pertaining to medical train- 
ing. (b) Plastic surgery training. (c) Per- 
centage of practice in plastic surgery. 

II. Senior Classification 

1. A special award—a silver plaque—will 
be given for the best essay presented at the 
Annual Meeting of the A.S.P. & R.S. by a 
member of guest of the Society. The recip- 
ient should be in practice of this specialty 
for not less than ten years. 

2. Regulations 3, 4, and 5 apply also to 
the senior classification. 


All essays, in each classification, must be 
received by the award committee not later 
than September 1, 1952. 


The winning essays shall have a place with 
special designation on the program of the 
forthcoming annual meeting of The Amer- 
ican Society of Plastic and Reconstructive 
Surgery to be held in New York City in 
November 1952. 

The Foundation reserves the exclusive 
right of publishing the winning contribu- 
tions, in the official journal, Plastic and Re- 
constructive Surgery. 

Further inquiries should be addressed to 
the Award Committee, c/o Jacques W. Mal- 
iniac, M.D., 11 East 68th Street, New York 
2 Ne Y- 

Hospital Construction Approvals Sched- 
uled: Two hundred and twenty-one of the 
most urgent hospital and health facility proj- 
ects were scheduled for approval in the second 
quarter of 1952 with the controlled materials 
available from the Defense Production Ad- 
ministration, according to the U. S. Public 
Health Service. Of the total, 23 are new hos- 
pitals, 36 represent expansion of bed capacity 
in existing hospital facilities, and 121 are 
repairs or renovations needed to keep present 
hospitals in operation. Forty-one are non- 
hospital projects including clinics, health cen- 
ters, etc. When the 23 new hospitals and 36 
additions are completed they will add 4,300 
beds to the nation’s total. 

Fellowships and Traineeships: A limited 
number of clinical fellowships and trainee- 
ships, to be provided by the American Can- 
cer Society, offer graduates in medicine op- 
portunities for postgraduate training, em- 
phasizing the diagnosis and treatment of 
cancer. Available on and after July 1, 1952, 
the fellowships and traineeships will be 
awarded to institutions only, upon applica- 
and including three years. They will be 
awarded to institutions only, upon applica- 
tion by deans, executive officers or depart- 
ment heads. Persons desiring such fellow- 
ships or traineeships should consult the 
appropriate authority in the institution of 
their choice. Applications for the year 1952- 
53 must be submitted prior to Jan. 1, 1952. 
Further information may be obtained from 
the American Cancer Society, Professional 
Education Section, 47 Beaver Street, New 
York 4. . 











An Invitation 
to the 


Eighth International Assembly 
of the 


International College of Surgeons 
Madrid, Spain, May 19-24, 1952 
Faculty of Medicine, University City 


A most cordial and fraternal invitation is hereby extended to all 
surgeons throughout the world to attend the Eighth International 
Assembly of the International College of Surgeons. This Assembly 
will be held in Madrid, a city of immense historical and scenic 
interest, and its program will include significant contributions from 
eminent surgeons of many nations. No effort will be spared to 
assure our guests the utmost comfort and pleasure in every way, and 
it is confidently anticipated that those who attend will remember the 
occasion as one of the highest scientific and cultural value and the 
ultimate in relaxation and enjoyment. It is hoped that the wives of 
our guests will accompany them, and special arrangements have been 
made to entertain them. 


We should like to emphasize the keen appreciation of the Spanish 
Chapter of the international ideals and purposes of the College, and 
to assure all those who do us the honor to attend that we will 
endeavor in every way to make the occasion memorable. 


—Prof. Dr Martin Lagos, President, Spanish Chapter, 
International College of Surgeons 


—Prof. Dr. Martin Lagos, President, Spanish Chapter, 
Spanish Chapter 


























PRINCIPAL THEMES OF ASSEMBLY 


Surgery of Tumors of the Bladder 
Surgery of the Hip 

Cardiovascular Surgery 

Surgery of Tumors of the Rectum 


SPECIAL SECTIONS 


Obstetrics and Gynecology Thoracic Surgery 
Traumatology and Orthopedics Vascular Surgery 
Urology General Surgery 
Otorhinolaryngology Anesthesiology 
Neurosurgery Radiology 
Ophthalmology Pathology 


GENERAL PROGRAM 
Monday 4 p.m. House of Delegates Meeting—Place to be announced 
later (All delegates are required to attend. Other mem- 
bers of the College are cordially invited to be present.) 
8 p.m. Reception 
Tuesday Morning Inaugural Ceremonies; formal opening of Assembly 
Afternoon Sectional Meetings (scientific papers, demonstrations 
and discussions) 
Wednesday Morning Operative clinics and scientific papers 
Afternoon Scientific papers 
Thursday Excursion to El Escorial or Toledo 
Friday Morning Scientific sessions: convocation; induction of new mem- 
bers into Spanish Chapter; conferring of honorary de- 
grees 
Afternoon Scientific sessions 
Evening Banquet 
May 24 Saturday Morning Scientific sessions and closing session 


EXHIBITS 


During the Assembly, scientific and commercial exhibits will be shown in the Cen- 
tral Pavilion of the Faculty of Medicine, University City. In addition, there will be 
correlated exhibits of bibliographic material related to surgery, etc. 

A special Ladies’ Program has been prepared, which will consist of sightseeing in 
Madrid and environs, visits to museums, special concerts, fashion shows, etc. 


REGISTRATION 


Those attending the Assembly should register at the office of the Secretary of the 
Assembly in the Faculty of Medicine, University City. 

Under the auspices of the Council for the Co-Ordination of International Congresses 
of Medical Sciences (UNESCO), a special postgraduate course of lectures will be held 
in collaboration with the Eighth International Assembly of the International College of 
Surgeons. For complete information on this course, please address the President of 
the Spanish Chapter, Prof. Dr. Francisco Martin Lagos, Velazquez 98, Madrid, Spain. 


ORGANIZATION COMMITTEE 


President: 
Prof. Dr. Martin Lagos 
Madrid 
Vice-Presidents: Registration 
Prof. Garcia Orcoyen Dr. V. M. Nogueras 
Madrid “ Madrid 
Prof. Dr. Alfonso de la Pena Papers 
Madrid “—_—* 
Prof. Dr. José Soler-Roig Madri : _ 
Barcelona “ 
Secretary General Open Sections 
Prof. Dr. Alfonso de la Fuente Dr. Varela 
Madrid Madrid 














New 


Books 





The Caraka Samhita—India’s Most An- 
cient Medical Work, edited and published 
in 6 volumes (with translations in Hindi, 
Gujarati and English). By Shree Gulab- 
kunverba Ayurvedic Society. Jamnager, 
India, 1949. Pp. 5,000, with 312 illustrations. 

Over five years of inspired effort by a 
distinguished board of editors headed by 
Dr. P. M. Mehta, dean of Ayurveda College, 
has given the world a meticulously faithful 
rendition of ancient Indian medical thought. 

According to the best informed sources, 
Caraka, whose teachings form the basis of 
this work, lived at some time between the 
third and second centuries B.C., when Bud- 
dhism was rising and ancient Brahmanism 
was seeking to reassert itself. It was a 
period of deep philosophic and metaphysical 
speculation on the very roots of life and the 
functioning of the human organism. Doctors 
of medicine were philosophers; yet the in- 
structions for diagnosis and treatment as 
set forth in the Caraka Samhita are “down 
to earth.” 

So keen was the insight of India’s ancient 
wise men of medicine that many of their 
philosophic observations concerning illness 
are valid today. Man’s psyche having changed 
but little, if at all, over the centuries, our 
present psychosomatic approach toward the 
treatment of illness differs but little from 
that practised in Caraka’s time. 

This reviewer found much similarity be- 
tween ancient Hindu medical teaching and 
that of the contemporary Greek school of 
thought, centered in Alexandria’s university 
of over 12,000 students, where Erasistratos 
and Herophilus first practised public anatomic 
dissection of the cadaver. Besides, the code 
of ethical practice and various regimens pre- 
scribed for students and practitioners of 
medicine bear a close relation to the pre- 
cepts of the Hippocratic Oath. 

Of especial interest to members of the 
International College of Surgeons will be 
the knowledge that national gatherings were 
held, at which scholars and thinkers from 
various parts of the country, and even schol- 
ars from neighboring countries, assembled in 
the interest of the advancement of science 
as a whole. They met with each other with- 
out thought of difference in race or political 
allegiance. 

Specific mention is made of the fact that 


such international meetings were held for 
the express purpose of fostering the inter- 
change of doctrines so as to disseminate 
medical knowledge to all parts of the then 
known civilized world. 

Though ancient Indian medicine was to 
some extent influenced by: metaphysical con- 
cepts, much of it was both realistic and prac- 
tical. Both Caraka, as the system of medical 
education came to be known, and Susruta, 
the treatise on the art and science of sur- 
gery, gave great importance to practical 
study, e.g., of anatomy and physiology, and 
also emphasized demonstrations on models 
and clinical study of patients. Scalpel dis- 
section on the dead human body was eschewed ; 
but actual human anatomy was learned from 
dead bodies denuded of the superficial skin 
after lying exposed to the action of swift- 
running rivers, the maceration of the wicker- 
enclosed corpse occurring after a week or 
more of being suspended in the water. 

One must marvel at the prodigious labor 
expended on this monumental work, a veri- 
table gold mine for the medical historian. 
Dr. Mehta and his associates are to be con- 
gratulated on their successful completion of 
this epochal accomplishment. Especially 
worthy of commendation is the effective inte- 
gration of ancient teachings with modern 
Hindu medicine. 

Morris WEINTROB, M.D. 


Hospital Staff and Office Manual. By T. 
M. Larkowski and A. R. Rosanova. Romaine 
Pierson, Publisher, Inc., 1951. Pp. 413. 

Unlike the usual theoretic medical text, 
this volume is a concise but comprehensive 
manual type of reference to modern technics 
of clinical medicine, including up-to-date 
laboratory procedures, recommended diag- 
nostic and therapeutic measures, and many 
of the most common and accepted surgical 
procedures. The authors have deliberately 
and effectively evaded discussions of theory, 
confining their work to clear and concise 
descriptions of procedures they have been 
found dependable in their personal profes- 
sional practices. 

Larkowski and Rosanova have made certain 
that none of the major facets of surgical 
practice are overlooked. Chapter 16, for ex- 
ample, which is devoted entirely to pediatric 
surgery. The care of the premature infant 
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and the causes and treatment of many in- 
fantile diseases, as well as many other phases 
of this specific branch of medicine, are thor- 
oughly discussed. Chapters X through XXII 
are devoted entirely to the particular field of 
the specialist. 

The purpose of the authors was to provide 
a convenient reference not only for the ma- 
ture physician but for the medical student, 
nurse, and laboratory technician. It contains 
sufficient diagrammatic illustrations, well ex- 
ecuted and clearly reproduced. An orderly, 
complete index concludes the work. 

mT. 


Lehrbuch der Rontgendiagnostik: Vol. 1: 
The Skeletal System. By H. R. Schinz, W. E. 
Baensch, E. Friedl, E. Uehlinger, with con- 
tributions by E. Brandenberger, A. Brunner, 
U. Cocchi, N. P. G. Edling, J. Eggert, F. K. 
Fischer, M. Holzmann, H. Krayenbuhl, A. 
Lindbom, E. Lindgren, G. A. Preiss, S. Welin, 
and A. Zuppinger. Stuttgart: George 
Thieme, 1951; sole distributors, United 
States and Canada, Grune & Stratton, New 
York, 5th ed. Pp. 1,920, with 2,677 illus- 
trations. 

The first volume of the fifth edition of this 
standard work on roentgen diagnosis has been 
completed. Its 1,920 pages, which appeared 
in four sections within about a year, deal 
only with roentgenologic study of the skel- 
eton. A classic in its field for decades, the 
work has been completely revised, largely 
rewritten and considerably amplified. Its 
more than 2,600 illustrations and tables are 
almost entirely new. 

The authors point out in their introduction 
that the book was written by specialists but 
not primarily for the specialist in roentgen- 
ology. Its purpose is to familiarize the physi- 
cian and hte medical student, as far as pos- 
sible, with the methods, potentialities and 
limitations of roentgenologic diagnosis. This 
the authors have achieved by thoroughly cor- 
relating roentgen manifestations with cur- 
rent knowledge of normal and _ pathologic 
anatomy and of physiology and biochemistry. 

The first 100 pages are devoetd to a dis- 
cussion of the fundamentals of theory, physics 
and technic in roentgen diagnosis. Then 
follows the immense subject of special clinical 
roentgen diagnosis of skeletal diseases and 
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injuries, which covers (1) general roentgen- 
ologic symptomatology of the normal skel- 
eton; (2) general roentgenologic symptoma- 
tology of the pathologic skeleton; (3) circu- 
latory aiterations of the bones; (4) bone 
damage through disuse, heat, electric cur- 
rent, and cold; (5) bone fractures and heal- 
ing of fractures; (6) aseptic nécrosis of 
epiphyses, apophyses, and small bones; ostéo- 
chondrosis dissecans; (7) toxic osteopathies; 
(8) inflammatory bone diseases; (9) primary 
medullary osteopathies; (10) hereditary dis- 
eases with bone changes; (11) primary bone 
tumors; (12) metastatic bone tumors; (13) 
skeletal malconstruction; (14) bone disturb- 
ance of vitamin origin; (15) dwarfism and 
gigantism; (16) bone disturbance of hor- 
monal origin, and (17) diseases of the joints. 

The variety and scope of these subjects 
should convince the surgeon, and particu- 
larly the orthopedist, of the wealth of infor- 
mation contained in this volume. This is 
emphasized by the fact that the chapter on 
bone fractures and healing of fractures was 
written by a surgeon, the renowned G. A. 
Preiss of Switzerland. 

On almost every page of the book one is 
impressed with the excellence and complete- 
ness of the presentation. The chapter on the 
skull, for instance, provides full information 
on ventriculography, encephalography and 
cerebral angiography, with detailed anatomic 
diagrams of the brain and its vascular supply. 
The discussion of the spinal column is illus- 
trated by myelograms of high quality, and 
includes an evaluation of various contrast 
media. In the chapter on metastatic bone 
tumors one is impressed with the excellent 
line drawings illustrating the distribution 
patterns of metastases. 

Of particular interest to the general prac- 
titioner is the chapter on diseases of the 
joints, which deals with contrast arthrog- 
raphy, roentgen anatomy, traumatic joint 
diseases and the postoperative appearance of 
joints. Every member of the medical pro- 
fession, indeed, will cherish the book among 
his prized possessions and will look forward 
to the publication of the additional volumes, 
dealing with other systems of the human 
body, which will follow in the near future. 

FRITZ ROTHBART, M.D. 








Abstracts from Current Literature 





Problems Involved in the Homotransplanta- 
tion of Tissues, with Particular Reference 
to Skin. Dempster, W. J.: Brit. M. J. 2: 
1041-1049, 1951. 

Former theories of the nature of the dis- 
integration of homotransplants are discussed. 
The theories presented and rejected are: (a) 
the theory of arhrepsia, (b) the theory of 
vascular deprivation, (c) the theory of 
natural immunity and (d) the theory of a 
local cellular reaction. 

The theory of actively acquired immunity 
as presented by Medawar is presented, to- 
gether with his supporting evidence. From 
this theory the development of immunity by 
the host to the implanted homotransplant is 
implied. As proof of this concept, the fact that 
a second crop of homotransplants from the 
same. donor to the same recipient disintegrates 
at a faster rate than the first is presented 
as evidence. 

Acceptance of the theory that an actively 
acquired immunity reaction is involved in the 
disintegrative process of the homotransplant 
necessitates a thorough understanding of the 
nature of antigens and antibodies. In addition, 
one must consider just how closely the tissue 
reaction parallels the bacterial antigen-anti- 
body reaction. Even admitting this, the de- 
tails of the disintegrative process are not 
readily explained. 

Attempts at modifying the process of dis- 
integration are presented: (1) methods af- 
fecting the homotransplant itself, such as 
freezing, heating, immersion in chemicals and 
desensitizing and, (2) methods affecting the 
host, such as mechanical blocking of the 
reticuloendothelial system, total body irradi- 
ation of the host and the effect of irradiation 
of the host receiving homotransplants. 

The transplantability of tumors is compared 
with the transplantability of certain normal 
tissues, with particular note of the different 
problems involved. The problems incident to 
transplanting tissues, such as skin, cornea, 
and blood vessels, are widely different from 
those associated with the homotransplanta- 
tion of organs. The functions of a complex 
organ such as the kidney may not all persist 
equally, even though survival has been histo- 
logically perfect. In addition, new methods 
for storing such organs until needed for 
homotransplant must be developed. 


The author concludes from his studies that 
the homotransplant problem is so obscure that 
the widest research cooperation of the experi- 
mental surgeon, the clinical surgeon, the 
serclogist and the geneticist will be required 
for its solution. 

M. O. CANTOR, M.D. 


Cat-Scratch Disease: Nonbacterial Regional 
Lymphadenitis. Daniels, W. B., and Mac- 
Murray, F. G.: Arch. Int. Med. 88:736, 
1951. 

This is a report of the cases of 12 patients 
who sustained some form of injury associ- 
ated with a cat—either they had _ been 
scratched or a sore of some kind had been 
licked by a cat. 

Oddly enough, the disease appears to be 
transmitted by the cat, which probably 
acquired it from one of its natural enemies, 
such as bird, rat or mouse. All immunologic 
tests thus far have failed, although recently 
the disease has been transmitted to the ex- 
perimental monkey by innoculation of mate- 
rial obtained from the lymph nodes of 2 
human beings. The only positive antigen re- 
action was a suggestive one, a complement- 
fixation reaction with lygranum (a chick 
embryo antigen preparation used in skin 
tests for lymphogranuloma venereum). 

The characteristic lesion is a vesicle or 
pustule appearing in the area of the scratch 
or the part which has come in contact with 
the cat. Regional adenopathy follows shortly 
thereafter. In more than half of the reported 
cases, however, there were nodes of the head 
and neck. The nodes are movable and non- 
tender and may last from weeks to months. 
Suppuration may occur, with fistulous for- 
mation, which eventually heals spontaneously 
and leaves only a slight scar. At no time does 
the patient appear severely ill, although oc- 
casionally the temperature may reach 104 F. 
Headache is common, and chills occur fre- 
quently, together with a rash lasting only 
forty-eight hours. A family outbreak of the 
disease may occur in small epidemics center- 
ing about the family cat. Penicillin, strepto- 
mycin, and sulfonamides are valueless in the 
treatment; aureomycin and terramycin, how- 
ever, seem to shorten the expected course of 
the disease. A basophilic “granulocorpuscle” 
has been observed in the cytoplasm of speci- 
mens removed from the lesions on the monkey. 
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These visible inclusion bodies are suspected 
to be the causative viruses, despite the fact 
that they have not been proved specific. 

S. A. Z. 


End Results for Gastric Cancer. Guiss, L. 
W.: Surg., Gynec. & Obst. 93:313, 1951. 
This paper is a detailed review of the end 

results of gastric cancer. The author has been 

careful to choose a general selection of pa- 
tients, thus avoiding any particular groups. 

There are carefully prepared tables relating 

to etiology, age groups, diagnosis, operability 

and inoperability. The author states that 
gastric cancer is a curable disease; at least 

25 per cent of all patients with resectable 

lesions will obtain five-year cures. If nodal 

metastases are not present, this rate will ex- 
ceed 50 per cent. Curability is related to the 
stage of disease at the time of operation and 
is not particularly affected by increasing the 
scope of radical procedures. These figures are 
expected to increase as operative mortality 
decreases as a result of modern methods of 
preoperative and postoperative care. A plea 
is made for surgical treatment of gastric 
ulcer because of the possibility of malignancy 


and the low operative risk. The danger of the 
early silent period of gastric carcinoma is 
stressed. The paper concludes with many use- 
ful statistics and the author’s reasons for 
urging earlier surgical intervention. 

LYON H. APPLEBY, M.D. 


Aberrant Tumors of the Mammary Gland 
(Sui tumori delle ghiandole mammarie 
aberrant). Stringa, U.: Minerva Chir. 6: 
349, 1951. 

Aberrant breasts may be the sites of tu- 
mors of the mammary glands. Hence, tumors 
developing in aberrant mammary glands be- 
come difficult to diagnose, and delayed therapy 
is instituted. Polymastia may occur in any 
part of the chest or in abdominal wall. One 
case has been reported in which it developed 
in the labia majora, and another in which 
the supernumerary gland appeared in the anal 
region. 

The authors have accepted Castiglioni’s 
classification of supernumerary mammary 
glands (a) accessory functional breast tissue, 
(b) a mammary node or group of nodes not 
within the anatomic confines of the principal 
mammary gland, with or without secretory 
function, and (c) aberrant lobes related to 
the main breast but failing to develop or dis- 
appear. Aberrant breast tissue does not pro- 
duce tumors with the same frequency as does 
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the principal gland. Among 378 tumoys of the 
breast, the authors observed 8 extramammary 
or aberrant tumors, 2 of which were benign 
and 6 malignant. 

For the most part, aberrant mammary tu- 
mors occur in the axillary fossae in 65 per 
cent of cases, in the sternal region in 23 per 
cent and in the infraclavicular zone in 5 per 
cent. More than 1.5 per cent of all primary 
tumors of the axilla may be attributable to 
aberrant mammary tumor. 

The writers point out that in their 6 cases 
of malignant carcinomatous aberrant tumor 
they noted more rapid infiltrative, ulcerative 
and metastatic tendencies than are present 
with a similar neoplasm in the principal mam- 
mary gland. The prognosis and rate of cura- 
bility, in their experience, has been lament- 
able. 

S. L. GOVERNALE, M.D. 


Pulmonary Complications of Acute Bulbar 
Poliomyelitis. Jacobson, George; Cohen, 
S. R., and Carter, R. A.: Radiology 57: 
629-641, 1951. 

An attempt is made to correlate, roent- 
genologically, pulmonary complications with 
the clinical course. Of 53 patients with acute 
bulbar poliomyelitis, 58 per cent had pul- 
monary complications, including pneumonia, 
atelectasis, pneumatocele, pulmonary overex- 
pansion, interstitial emphysema, mediastinal 
emphysema and pneumothorax. Atelectasis 
was the most common lesion, occurring in 22 
patients, 7 of whom died. Two of these had 
associated pneumonia. None of the other pul- 
monary complications occurred in those who 
died. Gastric gaseous distention was common. 
The incidence of pulmonary complications was 
highest among those patients who had the 
largest amount of nasal, pharyngeal and 
tracheobronchial secretions. 

There was no correlation between pul- 
monary complications and the time of trache- 
otomy or of entry into the respirator, but 
there was a significant relation between the 
time of tracheotomy and the time of entry 
into the respirator. Thus, pulmonary com- 
plications developed in 13 of 17 patients who 
underwent tracheotomy one day or more after 
they were placed in the respirator. Six of the 
7 deaths occurred in this group. No increase 
in incidence of pulmonary complications oc- 
curred in those patients who were tracheo- 
tomized before or at the time of entry into 
the respirator. 

E. H. Boyer, M.D. 





In Memoriam 


DALLAS B. PHEMISTER 
M.D., F.A.C.S., E.R.C.S. (HON.) 


Dr. Dallas B. Phemister, 69, world-re- 
nowned surgeon and Thomas D. Jones pro- 
fessor emeritus of surgery at the University 
of Chicago, died on December 28 at Albert 
Merritt Billings Hospital of the university 
medical center of which he was a member of 
the organizing staff. 

Dr. Phemister, who established the depart- 
ment of surgery in the university’s medical 
center in 1925 and headed it until 1947, when 
he became emeritus, was one of the first to 
demonstrate that surgical shock is the re- 
sult of loss of blood. His beginning studies in 
experimental physiology in 1926 and his sub- 
sequent investigations were major factors in 
the foundation of the modern concept of sur- 
gical shock, its treatment and its prevention. 


A specialist in bone pathology, Dr. Phem- 
ister devised a procedure for the arrest of the 
growth of bone at epiphyses to equalize the 
length of the lower extremities in children 
and adolescents where growth had been al- 
tered by disease. Other research work con- 
tributing to present-day surgery included 
studies on the calcification of gall stones and 
studies on cancer of the esophagus and the 
upper portion of the stomach. 

After his graduation from Rush Medical 
School in 1904, Dr. Phemister studied in 
Paris, Berlin, London, and Vienna. He served 
in World War I as an army major behind the 
lines of the battles of the Argonne, Chateau 
Thierry, St. Mihel and Champagne. 

Dr. Phemister, who served as Thomas D. 
Jones professor of surgery after he reached 
the university’s retirement age in 1947, was 
a vigorous proponent of the University of 
Chicago method of teaching ,by a staff de- 


voting full time to teaching, research and 
care of patients within the medical center. 
He was a past president of the American Col- 
lege of Surgeons, the American Surgical As- 
sociation, the Society of Clinical Surgery, and 
the Chicago Pathological Society. He was 
made an honorary fellow of the Royal College 
of Surgeons (England) and in the fall of 
1951 was awarded the Legion of Honor by the 
French government at the meeting of the 
International Society of Surgery in Paris. 


HUGH EVELYN WYMAN 
M.D., F.I.C.S. 


The death of Dr. Hugh Evelyn Wyman of 
Columbia, South Carolina, at the age of 51, 
occurred on Sept. 1, 1951. 

Dr. Wyman-received his M.D. degree from 
the Medical College of the State of South 
Carolina. He served his internship at Roper 
Hospital in Charleston, afterward spending 
two years in visiting the larger clinics in the 
United States. He specialized in urology and 
was instructor in clinical pathology at the 
Medical College of South Carolina from 1925 
to the time of his death. He was urologist on 
the staffs of Columbia, Baptist, U. S. Vet- 
erans, Providence, and South Carolina State 
hospitals and South Carolina Tuberculosis 
Sanatorium in Columbia, and Camden Hos- 
pital in Camden, South Carolina. He was in 
charge of resident training in urology at the 
Veterans Hospital. 

Besides being a Fellow of the International 
College of Surgeons, Dr. Wyman was a diplo- 
mate of the American Board of Urology and 
was a member of the American Medical 
Association and of the American Urological 
Association. 





